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In all sages of Intestinal Imebiasis. 
PRESCRIBE . 


B.C.P.W. lodochloroxyquinoline 
LOW TOXICITY 
HIGH THERAPEUTIC VALUE 
Also useful in 
OTHER INTESTINAL INFECTIONS 
OF VARIOUS AETIOLOGY 
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man against maiaria 


With the solution of the mystery of the transmission 
of malaria in 1897 by Ronald Ross, attempts were 

made to produce drugs more effective than quinine but 
without its disadvantages. This resulted in the 


synthesis of mepacrine and pamaquin, neither of which 
was entirely satisfactory 


In 1944, intensive research led to the manufacture of 
*Paludrine’, acclaimed as one of the greatest discoveries 
of medical science 
‘Paludrine’ readily controls all types of malarial fever, 
and used at regular intervals, 1s equally effective in suppress- 
ing relapses and in giving protection against the disease. 


PACKINGS : 
Tablets of 0.025 Gm. : containers of 20. 
Tablets of 0.1 Gm. : containers of 30 and 100. 
Tablets of 0.3 Gm. . tins of 500, and cellophane strips 


of 8 tablets packed in containers 
of 62 and 125 strips. 


THE SAFE ANTIMALARIAL 


Descriptive literature and price list supplied on request. 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) LTD. 
Calcutta’ Bombay Madras Cochin New Delhi Kanpur 
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LIVER INJECTION and LIVER INJECTION CRUDE 
Lederle have been known to the medical profession for a 


quarter century as possessing the highest possible attributes 
of potency and toleration. 


LIVER EXTRACTS are available in many strengths and in various 
forms, with or without folic acid. They are not only useful for the 
treatment of the megaloblastic anemias, including pernicious 
anemia, but are widely used for metabolic stimulation and, intra- 
venously, for the treatment of hepatic cirrhosis. For the treatment 


of the latter disease, INTRAHEPTOL* Liver Concentrate Lederle 
is especially prepared for intravenous administration and may be 
used in conjunction with DELPHICOL* Tricholine Citrate with 
Methionine Lederle given orally. 

Lederle liver extracts are used in thousands of hospitals and 
clinics throughout the world; accepted as setting the highest 
standard of excellence. 


LEDERLE LABORATORIES 
* Trade Mark 


(INDIA) 


LTD., P.O.B. 


LIVER INJECTION U.8.P. 20 micrograms 
(Solution Liver Extract Concentrated 15 U.S.P. Units) 
3 vials of 1 cc, 
LIVER INJECTION CRUDE with FOLVITE Folic Acid 
Liver Injection Crude 2 microgfems with Folic Acid 2 mg. 
(FOLNITE with Liver Extract, Crude 2 Units) Vials of 10 cc, 
INTRAMEPTOL Liver Concentrate Lederic 
Vials of 10 oc, a 
DELPHICOL Trichotine Citrate with Methionine Lederie 
Bottles of 4 Quid ounces. 
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Doctors prescribe Chicken Essence 
in febrile conditions, malnutrition, 
convalescence, pregnancy and lactation. 
Orally administered Chicken Essence 
is the best assimilable protein. 


Smith Stanistreet Chicken Essence is 

of H CK EN prepared from selected chickens and 
as is extremely palatable, easily digestible 

and provides fresh energy and vitality. 


= Smith Stanistreet Chicken 


Concentrated Essence 
N F- is packed in 2 oz. jars and 
10 cc ampoules in boxes of six. 


Smith Stanistreet & Co. Led. Calcutta Bombay Madras “Kanpur 
~ 


~HEPAR RA FORTE 


INJECTABLE 


Each cc. contains a concentrated solution of : 
Liver Extract” oe S U.S. P. Units 
on 5 microgrammes 


Vitamin 
O15 mg. 


Folic Acid 


The therapeutic of choice in pernicious anaemia, 
macrocytic anaemia during pregnancy, topical 
macrocytic anaemia, megaloblastic anaemia of 
infants, sprue, coeliac disease etc. 


Available in 10 cc. rubber capped vials and in caftons 
containing 6 and 100 ampoules of 2 cc. 


PHILIPS ELECTRICAL CO, (INDIA) LTD, 
X-RAY -& MEDICAL DEPT. 
(PHARMACEUTICAL DIVISION) 
“PHILIPS HOUSE", CALCUTTA 20. 

Branches :-MADRAS, BOMBAY, DELHI, LUCKNOW, KANPUR 
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WARD, BLENKINSOP & CO. LTD. 
LONDON and LIVERPOOL 


MARK 


PRODUCTS Manufactured by 


are identified by their distinctive Sea Horse trade mark. 
Stocks in India include : 


STERATHAL brand of Phthalyl Sulphacetamide (Tablets of 
gm 


A modern sulphonamide having a marked bactericidal 
action and ogee | the characteristic of being readily 
soluble in the alkaline medium of the intestinal tract. 
It is absorbed rapidly into the wall of the gut, but not into 
the bloodstream ; it is virtually non-toxic. The main 
indications for Sterathal are bacillary dysentery, non- 


— gastroenteritis and for preoperative medication in 
inal surgery. 


STERAZINE brand of Sulphadiazine B.P. (Tablets of 
05 gm.) 


The Sulphonamide of choice in the treatment of a 
wide field of infections. Sterazine is more active and less 
toxic than the earlier sulphonamides. 


bacillary dysentery and 
tract. 


STERAMIDE Sodium brand of Seapets B.P. (10% 
and 30% Solutions, and STERAMIDE Eye Ointment.) 


The solutions are widely used by instillation for the 
treatment of ocular infections, including blepharitis, con- 
junctivitis, corneal abrasions and ulcers etc. Particularly 
= results have been obtained with Steramide Eye 

intment in ulcerative blepharitis. 


STERAGAN brand of Sulphaguanidine B. P. ( Tablets of 
gm.) 


A well tolerated sul ide for the treatment of 


of the intestinal 


Interested physicians are invited to ask for further details from: 
The Sole Importers 
WARD, BLENKINSOP & CO. (India) LID., 


1-110, Haines Road, Bombay—18. 
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Discovery of a unique 
penicillin ester 


gFLECTIVE LUNG ACTION 


ESTOPEN 


Here is a powerful new weapon for combating pneumonia, 
bronchitis, bronchiectasis . . . indeed, all penicillin-sensitive 
infections of the lung and associated tissues. Given by intramus- 

cular injection, ESTOPEN has the unique property of focusing 
penicillin activity in the lungs — an effect derived from its 
special affinity for lung tissues. ESTOPEN is therefore recommended 
before and after thoracic surgery. The hydriodide of the diethylamino- 
ethyl ester of penicillin G, Estopen is a dry powder . . . is easily suspended 
in water... and is very simple to inject. 


GLAXO LABORATORIES (INDIA) LTD, BOMBAY « CALCUTTA « MADRAS 


TAS. (8) 
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For the common 
and coughs of all kinds 


C'osome 


(Ephetonin Cough Syrup) 


decongests the inflamed bron- 
chial mucous membranes, 
liquefies the thickened sputum 
and makes expectoration 
more easy and painless. 

It relieves troublesome 

cough irritation. 


Cosome is excellently tolerated 
Cosome has a pleasant taste 
Cosome is economical to use 


Bottles containing approx. 170 gm. 


CHEMICAL WORKS + DARMSTADT 
GERMANY 


Agents : 
CAPCO LIMITED -E. MERCK. DEPT., 


BOMBAY : P, O. Bag 1652 
CALCUTTA : P. O. Box 2253 
MADRAS: P, O. Box 1281 
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LEPTADEN 


IN ABSENCE OR DEFICIENCY OF LACTATION 
Case Reports : 

Four Cases Care Dr............M.0. Materni Sygte. 
Age 35 years. Inability to suckle the baby...Dr. called » to see the patient on the 5th day after d 
LEPTADEN (Alarsin) tablets 2 a S. for one week-milk flow started on the 5th day of uemneepantaienell 
T.D.S. for another one week and finally reduced to 1 tablet B.D. for ome week more the lactation coe ll 


uneventful. 
Tried Leptaden on 3 more cases-proved very effective. 


Deficiency of Lactation Care Dr.....-....----..--M.B., B.S., (Bom.) 
Age saa Deficiency of lactation after one month of delivery. Patient well nourished but anemic. No 
organic lesions. 


..Treatment with LEPTADEN : In the beginning 2 tablets B.D. given. But the response was not good. 
The dose increased to 2 tablets T.D.S. within a week the lactation was increased in quantity. After a month this 
dose was reduced to 2 tablets B.D. and this was continued for 2 months more. After stopping the treatment the 
milk flow remained satisfactory. 
Deficient Lactation Care Dr...............M.B., B.S., (Cal.) 
Age 25 years. Deficient lactation 18 days after delivery patient well devel “no -no organic | lesions except debility 
after delivery. Treatment with LEPTADEN: dose given as suggested. the lactation was in 
increased quantity and by the 7th day it was fully established. 


Deficloney of Lactation a. P. 
ge years. Not getting proper amount of mi reatment with LEPT Dose as suggested— 
Amount of milk began to increase from the third day of treatment and since then the Patient es never complained 


again. 
Other Indications 


Habitual Abortions and miscarriages without organic cause and where W.R. & K tests are negative ; “Ratva™; 
Gynecological Hemorrhages ; One child sterility ; Secondary Impotency. 


| PACKINGS : 56, 112 & 500 TABLETS | 


Further Particulars from :~ 
ALARSIN PHARMACEUTICALS (INDIA), Post Box-14, BOMBAY-1. 


THE SULPHONAMIDE OF CHOICE IN B. COLI 
INFECTIONS OF THE URINARY TRACT 


this gives lose for adults is 0.10—0.20 G. five to six times 


because of the small degree of aiden, rolucosil is the 
we im the treatment of eo tract infectéons. 
ics of Ui be summarized as follows: — 
1 well suited for thet treatment pow 


the urinary tract, especially in cases of 


2 Easily and completely absorbed in from 1 to 2 hours. 
3 Rapidly excreted im the urine, almost exclusively in an 
active non-acetylated form. 
4 Side effects seldom observed ; no disturbance of intestinal 
flora; no changes in the blood picture. 
5 Treatment is very safe in view of the small amount 
(1.2 G.) administered over 24 hours, even though it is 
repeated at frequent intervals. 


Prepered by WILLIAM BR. WARNER & CO., LTD., London, England 
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Crystalline Dihydrostreptomycin Sulfate .. 


vii 


Antibiotic of Choice 


Numerous studies by leading clinicians confirm that 

Crystalline Dihydrostreptomycin Sulfate is as ef- 
fective as streptomycin, minimizes pain and swell- 
ing at the site of injection, and may be used even 
in some patients allergic to streptomycin. Further- 
more, extensive comparative} investigations have 
proved Crystalline Dihydrostreptomycin Sulfate 
less toxic to the vestibular system. 


Merck & Co.,Inc. supplies Crystalline Dihydrostrep- gas 
tomycin Sulfate, the purest streptomycin product 
available today, in dry form and also in solution. 
The solution is ready for immediate administration, 
requires no refrigeration, and retains full therapeutic 
activity for eighteen months. 


A BEFORE TREATMENT 
(9 days prior to Dihydrostreptomycin therapy) 
Diffuse lobular tuberculous pneumonia, lower. 


half of left lung; thin-walled cavity above hilus 
(3 x 3.5 cm.). 


<* AFTER 3 MONTHS’ TREATMENT 
(2 days after discontinuance of Dihydrostrep- 
somycin) Considerable clearing of acute ex- 


udative process in tie diseased lung; cavity 
smaller and wall thinner. ° 


SOLUTION OF CRYSTALLINE DIHYDROSTREPTOMYCIN SULFATE 
in vials of 2 cc. (1 gm. Dihydrostreptomycin base) and 10 cc. (5 gm. Dihydrostreptomycin base) 


CRYSTALLINE DIHYDROSTREPTOMYCIN SULFATE 


in vials of 1 gm. and 5 gm. 


- MERCK (NORTH AMERICA) Inc. 
161 Avenue of the Americas, New York 13,N. Y.,U:S.A. | Mensfecturing 


Exclusive Distributor: MARTIN & HARRIS LTD, 
Offices in: Calcutta, Bombay. Madras, Delhi, Rangoon. 
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60 MA 


Half-wave d for radiography and fluoroscopy, easy 
to handle other meni of diagnostic and therapeutic X-ray equipment 
ELEKTROIMPEX 
HUNGARIAN TRADING COMPANY 
for electrical goods and precision instruments 

Budapest 5 >. B. 
Te! ess ELERTRO BUDAP EST 
Sole Agents for India 
POWELLS LTD. 


431, LAMINGTON ROAD, BOMBAY-4 
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How photography 
helps the doctor 


Black-and-white or colour 
can be just as useful, in their place, 
as X-rays. For instance, photographic 
progress records of long-standing 
skin diseases, or of crippling diseases 
like arthritis, enable the physician to 
assess with certainty the effect of his 
treatment. These records can easily 
be made with a minimum of 
standard ‘Kodak’ equipment. 
‘Kodak’ movie equipment is equally 
useful in making comparative 
records of a patient's movements at 
various stages of treatment, 
or in filming surgical 
techniques for instruc- 
tional purposes. 
Kodak Ltd will be 
glad to give full 


The ‘Kodak’ 35 camera with Range 
Finder makes 20 to 36 exposures, 

in black-and-white or colour, on 
miniature film which is easy to file. C 


The ‘Kodaslide’ projector makes it 
easy to study details by projecting 
transparencies on screens of any size. 


The Gine-‘Kodak’ Royal 16 mm. 

camera is simple to use, and takes up 

Kodak Ltd very little space. Magazine operation 
(Incorporated in Engiand) allows immediate changing of films 


(e.g., from black-and-white to colow 
Bombay — Calcutta — Madras wre wastage. 
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ALemere 


FOLERNIATE 


CAPSULES 


COMPOSITION: 
FOLINATE CAPSULES:- 


Each copsule contains: - 


Folic Acid mgms. 
Ferrous Gluconate 40 grs. 


FOLINATE WITH B,, 
Each capsule contains, in adéition : - 
Vitamin By 5.0 megs. 


ALEMBIC CHEMICAL WORKS CO; LTB; BARODA 8, 
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Rational Penicillin Packaging 


A«aH PENICILLIN preparations are packed in containers chosen 

* to meet the needs of individual treatment prescribed by the physician ; 

* to\afford protection from contamination during use, thus ensuring maximum 
therapeutic effex, . 

* to eliminate wasic. 


PENICILLIN LOZENGES A&H each contain 1,000 units of penicillin B.P ; 
tubes of 20 lozenges. 


PENICILLIN OINTMENT contains in each gramme of anhydrous base 1,000 units 
of penicillin B.P ; tubes of 25 grammes and jars of 450 grammes. 


PENICILLIN EYE OINTMENT contains in each gramme of anhydrous base 
1,000 units of penicillin B.P ; tubes of 4 grammes. 

PENICILLIN NONAD TULLE, a non-adherent, sterilised gauze dressing of wide 
mesh, impregnated with an emulsifying base containing 1,000 units of penicillin per 
gramme, in tins containing 40 pieces each 2 ins. « 2 ins., 10 pieces each 4 ins. x 4 ins., 
40 pieces each 4 ins. x 4 ins., and strips of 4 ins. x 2 yds. 


PENICILLIN 


CALCUTTA BOMBAY 
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Diet during Digestive Disorders. 


Physiological tests show that Horlicks is easily digested, 
readily absorbed and well utilized. It forms a valuable 
diet in ulceration of the stomach and duodenum, gastri- 
tis and digestive disorders generally. It buffers gastric 
activity and furnishes adequate nourishment without 
burdening the weakened digestive powers of the patient. 
In some cases an emulsion of Horlicks and olive oil is 
beneficial. The nutritive qualities of Horlicks also 
make it an ideal diet not only in acute illness and dur- 
ing convalescence but in other conditions of ill-health 
which are favourably influenced by correct dieting. 


HORLICKS 


PRESCRIBED WITH CONFIDENCE FOR OVER HALF A CENTURY 


‘D ETTOL for Protection 
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.PROVED/METH OF 


GYNOMIN 


The Scientifically Balanced, Antiseptic 
and Deodorant Contraceptive Tablet 


Samples and medical literature sent on request. 


fanning 


For social and economic reasons, medical advice is now being 
sought, more than ever before, on the subject of “ PLANNED 
PARENTHOOD,” and Birth Control in its clinical aspect is 
rapidly becoming a specialised branch of Medical Science. 
GYNOMIN is spermicidally efficient, clean in application and 
harmless to health. It is non-irritant, non- 
greasy and keeps perfectly in all climates. 


Formula No. CDL. 1040. 


COATES & 


PYRAMID WORKS 


COOPER LTD 


DALZO 
Zine Oxide 
Strapping 
Antiseptic, ready for 
use in all cases of 
CUTS & WOUNDS. 
Used in hospitals 
and dispensaries 


everywhere. 


Modern Surgery Practice 


DALZOPLEX (ccgd.) 
Elastic 
Adhesive Bandage 
for the snecessful treatment of 
ULCERATION OF THE LEG, 
JOINT INJURIES AND FRAC- 
TURES. Used widely for various 
types of in orthopaedic 
surgery as Operative 


DALZO - LASTIE (regi) 
Self-Adhesive Elastic Fabric Dressings 


pular fabric dressing with the antiseptic gauze pad ‘ 

bey juce quick healing. Easy stretching free muscle 
ahem porous to allow skin to breathe. Buy the Doctor's 
—_ of assorted shapes and sizes for instant use. 


f 


BOMBAY: H. S. Cox & Co. Ltd. CALCUTTA:M.G.Shahani & Co. (Caleutta)iLad. 
DELHI: M. C. Shahani & Co. (Delle) Lad. MADRAS Oriental Mercantile Co. Ltd. 


LIMITED 
ENGLAND 
Established 1823 
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y ASOKA CORDIAL CO. 
An unfailing uterine Tonic to core 
f ; rect intractable female diseases. 


fy 


VINOPHOS 


A quick pick-me-up 
containing Glycerophos- 
pastes. epsin, Malt 
xtract and Alcohol in 
balanced proportions. 


LABORATORY LTD. BROMO VALERIAN 


5. ROYAL EXCHANGE 
PLACE. CALCUTTA. s A nervine Tonic—sedative and 


antispasmodic, indispensable 
in Hysteria, 


A rational Cough Mixture. 
An effective combination of 
well knowneindigenous 
herbs and B, P. drugs. 


VITALAX 


The Vitamin Laxative, 
Curative and Preventive. 
Containing vitamin B-Complex 
and Phenolpthalein. 
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broad-spectrum 
antibiotic of choice 
in surgical 

infections such as 

peritonitis 

preoperative prophylaxis 

bowel surgery 

contaminated wounds 

and other conditions met in _ 

surgical practice when due to 

the broad range of Terramycin-) 


patients for surgical ‘measures on 
bowel, Terramycin also has a oe 
effect on the bacterial flora “evident, 
after 36 to 48 hours of therapy.”*. 

2. WELL TOLERATED 
Typical of clinical reports is the 
conclusion that Terramycin “has not 
exhibited toxicity, and side-effects have 
‘not constituted a problem in therapy.”? 


Available in a wide variety of oral’ intra> 
venous and topical dosage forms for 
maximum convenience and flexibility. 


\? 


861649 (Nov.) 1950. 
2. Knight, V.: New York State. 
J. Med. 50:2173 (Sept. 15) 1950. 


DEY'S MEDICAL STORES LTD, 
Bombay — Calcutta — Madras 
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PALATABILITY, DIGESTIBILITY, AND 
GREATER ABSORPTION OF VITAMINS A & D 


OBTAIN WITH 


A DIETARY SUPPLEMENT OF ) 


HOMOGENIZED VITAMINS. Ay Bi, Bo, C & D 
APPEALING TO THE INFANT 


ITS ADVANTAGES SUITABLE 
Uniform distribution of vitamins in each dose As dietary supplement and treatment of multiple 
Greater absorption of vitamins, viiamin deficiency conditions for infants and 
** Ready to serve "' children as wel! as adults ! 


Easily miscible in any food or drink 
Does not adhere to the container. 


Particulars from :— Bottles of 4 ozs. 
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Combizym 


Multivalent Digestive Enzyme Preparation 


with the highest attainable enzyme content and the widest range 
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“There was no evidence that vaginal tampons are prejudicial to health.” 
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Chloroquine has been shown to be an effective and rapidly acting 

erythrocytic schizontocide of low toxicity, and parasites resistant to its 

' action have not yet been encountered. This rapidity of action is an obvious 

' advantage in the successful treatment of malaria, an undertaking requiring + 
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ORIGINAL ARTICLES 


STUDIES ON CARBOHYDRATE 
METABOLISM IN TOXAEMIA OF 
PREGNANCY 


4. ACIDOSIS AND KETOSIS IN 
TOXAEMIA OF PREGNANCY 


CHUNILAL MUKHERJEE, 


Professor of Obstetrics and Gynaecology, Nil Ratan 
Sarkar Medical College, Calcutta 


As early as 1915 Hasselbach demonstrated that 
pregnancy is associated with a decrease of the alveolar 
carbon dioxide tension, which becomes manifested in 
the second month of gestation. During subsequent 
years several observers (Losse and Van Slyke, 1916; 
Emge, 1918; Slemons, 1918; Cook, 1924; Schmidt 
and Wingen, 1928; and Stander and Cadden, 1930) 
have noticed that the carbon dioxide combining power 
of the blood decreases as pregnancy approaches term. 
Some authors (Emge, 1918; Cook, 1924; Bokelmann 
and Bock, 1926; and Schmidt and Wingen, 1928) be- 
lieve that this acidosis of pregnancy is due to an accu- 
mulation of ketone bodies and lactic acid in the blood 
caused by a defective carbohydrate and altered fat 
metabolism. Estimation of the hydrogen ion concen- 
tration of the blood by Myers et al (1932), Kyd and co- 
workers (1932), Nice e¢ al (1936), and Oberst and Plass 
(1940), however, did not show any decrease of the pH 
of the blood in this condition. Studies of Kyd, Oard 
and Peters (1932), and Stander (1934) suggest that the 
acidosis of pregnancy is due to a deficiency of the base 
concentration of the serum, although the latter in a 
normal subject is maintained in a well-compensated 
state. 

In 2 out of 4 cases of eclampsia, Hasselbach and 
Gammeltoft (1915) found a marked increase in the 
fixed acids of the blood, which gave rise to a state of 
uncompensated acidosis. Subsequent investigations of 
Bokelmann and Rother (1828), Vozza (1927), MacNider 
(1628), Stander and Cadden (1930), and Osman 
(1930) show that the alkali reserve of the blood is 
markedly diminished in toxemias of pregnancy, and 
especially in eclampsia. However, Gradwohl (1928) 


stated that “‘in toxemias of pregnancy many authori- 
ties believe that instead of acidosis, in extreme cases 
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we have alkalosis’, It was, therefore, considered that 
a study of carbohydrate metabolism in toxemia of 
pregnancy would remain incomplete without an ade- 
quate knowledge of the status of the alkali reserve of 
the blood. 


MATERIALS AND METHOD 


The state of acidosis was determined from the 
alkali reserve of the plasma, and the condition of the 
carbonic buffer system. The latter has been expressed 
as the ratio of H.HCO,: B.HCO,, which in the normal 
state is regarded as 1: 20. The total carbon dioxide 
content of the plasma was estimated in Van Slyke’s 
volumetric apparatus by the method of Van Slyke, Wu 
and McLean (1923). The B.HCO, was estimated from 
the formula: volumes of B.HCO, (as CO,)=volumes of 
total CO, — 0-067p, where p is the carbon dioxide 
tension (Van Slyke, et al, loc. cit.) The carbon 
dioxide tension was estimated by the method of Van 
Slyke and co-workers referred to above. 


The results presented here are based on the investi- 
gation of 58 cases. Of these, 14 were cases of normal 
pregnancy. These provided the control. The series 
on toxemia of pregnancy consisted of 30 cases of pre- 
eclampsia, and 14 cases of eclampsia. Direct poten- 
tiometric estimation of the pH of the blood was done in 
20 cases of which 6 were cases of normal pregnancy, 
8 of pre-eclampsia, and 6 of eclampsia. Throughout 
this investigation all the usual precautions necessary for 
blood gas analysis were carefully taken. 


In order to understand the problem of ketosis in 
toxemia of pregnancy the subject of ketonuria was also 
studied. The details concerning this will be presented 
in the appropriate place. 


RESULTS 


Normal Pregnancy.—Fourteen cases of normal 
pregnancy between thirty weeks and term admitted for 
the treatment of contracted pelvis were investigated as 
controls. In this series the total carbon dioxide com- 
bining power of the plasma was 51°85 ml. + 2-00. 
The maximum value observed was 55:3 ml., and the 
minimum 49°8. The H.HCO, content of the plasma 
varied from 2°80 to 2:35 ml. per roo ml. of plasma, 
the average value being 2-48 ml. + or. The 
B.HCO, content of the plasma measured on an average 
49°37 ml. per roo ml. of plasma + 1-36. The indivi- 
dual values occupied a range between 52-7 and 47:2 ml. 
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‘The distribution of the values in reiation to the mean 
for the total, combined and free carbonic acid is given 
below: 


Mean + 
Standard 
- error + 
No. of cases 4 8 2 
Percentage 28-6% 57-7% 14.3 


The H.HCO,: B.HCO, ratio in this series was 
1:21. The standard deviation of the denominator 
was 0°21. 


The hydrogen ion concentration of the plasma 
was estimated by the potentiometric method in 6 cases 
of normal pregnancy. The pH recorded in these cases 
were 7°39, 7°40, 7°42, 7°42, 7°43 and 7-45, the average 
being 7°42 + 002. The estimated pH in normal 
pregnancy was found to be in conformity with the ratio 
of H.HCO, : B.HCO,. 


Comments.—The total carbon dioxide (free + 
combined) content of the plasma in normal resting 
adults is stated by Van Slyke (1918) to vary between 
53 and 80 ml. per 100 ml. of plasma, with an average 
of 65 ml. Compared with this non-pregnant standard, 
there is a carbon dioxide deficit during pregnancy. 
The values observed in this study are in close agree- 
ment with those of other investigators (loc. cit.). The 
fall in the total carbon dioxide combining capacity of 
the plasma amounts to a little over 20 per cent of the 
normal value. In a normal individual the carbonic 
buffer system is maintained in such a manner that the 
ratio of H.HCO,: B.HCO, remains 1: 20. In 
pregnancy this ratio is not altered. Indeed, there is 
a decrease of the combined carbon dioxide to the extent 
of about 20°5 per cent of the normal value, but this 
is counterbalanced by a corresponding decrease of the 
free carbon dioxide. The deficit of the reserve alkali 
is well compensated, so that the pH of the blood does 
not differ from that in the non-pregnant state. The 
so-called acidosis of pregnancy is thus, a condition of 
compensated alkali deficit. In the maintenance of 
this compensation both the kidneys and lungs play an 
important role. The former conserves base by increas- 
ing the excretion of ammonia, and probably also by 
augmenting phosphorylation of fatty acids (phospholi- 
poids are raised in pregnancy, Mukherjee, 1950), and 
the latter attains thee object by eliminating an excess 
of carbon dioxide by hyperventilation. The investi- 
gations of Nice and co-workers (1936), and Oberst and 
Plass (1940) substantiate this. Nevertheless, the com- 
pensated acid-base balance does not protect a pregnant 
woman from a susceptibility to ketosis. It will be seen 
later that starvation causes acetonuria more frequently 
in a pregnant woman than in a non-pregnant subject. 
Such starvation ketosis as produced by our experi- 
ments was accompanied by only a slight decrease in 
the carbon dioxide combining capacity of the blood, 
and this was not attended with a failure of compensa- 
tion. In this respect, the acidosis of pregnancy is 
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different from acidemia (M.R.C., 1923) of diabetes 
and uremia. 


2. Pre-eclampsia.—The carbonic acid and bicar- 
bonate content of the plasma was estimated in 30 cases 
of pre-eclampsia, consisting of an equal number of 
mild and severely toxic patients. As there was a slight 
difference in the results of these two groups they will 
be presented separately. 


Mild Pre-eclampsia.—The average total carbon 
dioxide content of the plasma was 49-96 ml. per roo ml. 
of plasma + 3:28. The range of variation was between 
53°8 and 44:3 ml. The average concentration of the 
free carbon dioxide of the plasma was 2:38 ml. per 100 
ml. + 0-13. The maximum and minimum values for 
free carbon dioxide were 2-70 and 2-10 ml. respective- 
ly. The bicarbonate content of the plasma, expressed 
as carbon dioxide, was, average 47°58 ml. + 2-22, 
maximum 5I1°I ml., and minimum 42:2 ml. per roo ml. 
of plasma. The distribution of values around the mean 
is shown below: 


Mean+S. E. 
No.of % No. of % No.of % 
cases cases cases 
Total CO, '... 2 13°3 12 80-0 I 6-7 
13°3 10 66-7 3 20-0 
8 6-7 13 86-6 I 6-7 


The ratio of H.HCO, : B.HCO, in this series was 
I: 20.* The standard deviation of the denominator 
was 0°33. The range of the ratios was from I: 19°5 
to I: 20-6. 

Severe Pre-eclampsia.—The valves obtained in 
these cases were to some extent lower than those of the 
former group of toxemia. The average total carbon 
dioxide was 47:18 ml. + 2-04. The maximum and 
minimum values were 50-9, and 44: 2 ml. respectively 
per 100 ml. of plasma. The values for free carbon 
dioxide in this series were, average 2:24 ml. + 0-077; 
maximum 2-4 ml; and minimum 2:1 ml. per roo ml. 
of plasma. The bicarbonate level of the plasma in 
severe toxemia was, average 44°94 ml. + 2-14; maxi- 
mum 48-5 ml.; and minimum 42-1 ml. per 100 ml. of 


plasma. The distribution of values around the mean 
is given below: 
Mean+S. E. + 
No.of % No. of % No.of % 
cases cases cases 
Total CO, ... 2 133 9 60-1 4 26-6 
9 60-1 4 26-6 
13°3 10 66-7 3 20-0 


The ratio of H.HCO, : B.HCO, remained practi- 
cally the same as that in mild toxemia, the average 
being 1: 19°93. The variations of the denominator 
were as follows: maximum 20:3, minimum 19°6, 
standard deviation 0-24. The fact that the ratio, of 
the carbonic buffer system does not appreciably deviate 
from the normal in either type of toxemia suggests 
that the change in the bicarbonate content of the plasma 
is accompanied by a proportionate readjustment of the 
level of the free carbon dioxide. Under such a condi- 
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tion the total carbon dioxide combining capacity of the 
plasma may be expected to indicate fairly accurately 
the state of acidosis present in toxemia of pregnancy. 
In order to demonstrate this, Table 1, which shows the 
frequency distribution of the total carbon dioxide com- 
bining power in normal and toxemic pregnancy has 
been compiled. The figures demonstrate a progres- 
sive fall in the alkali reserve of the plasma in mild and 
severe pre-eclampsia. The difference of the averages 
at each stage is statistically significant. The scatter of 
the values also shows this change. Thus, in 26°6 per 
cent of cases of mild, and in 80 per cent of cases of 
severe pre-eclampsia, the alkali reserve of the plasma 
was below the minimum in normal pregnancy. The 
decline of the maximum values in each series is also 
striking. 

TaBLE 1—FReEQuENCY DISTRIBUTION OF THE ALKALI RESERVE 
OF THE Plasma IN NoRMAL PREGNANCY, AND 

Pre-EcLaMPsIA 


Freq , Norm. Mild pre- Severe 
pregnancy eclampsia _ pre-eclampsia 
at. 14 cases 15 cases 15 oases 
44°I—45 ese I 2 
45°I—46 ove eee 
I—47 I 7 
47°1—48 coo I 
48.I—49 one 2 I 
49°I—50 I 3 I 
50-I—51 3 3 2 
51-I—52 3 4 ove 
53 5 one 
53°I—54 I I 
54°I—55 wee bee 
55°I—56 I eee eee 
47°1840-42 


Average + Standard 51-8540-39 49°964+0-52 
Error 


3. Eclampsia.—Fourteen cases of eclampsia, 
investigated for this purpose showed a more noticeable 
depreciation of alkali reserve than that in pre-eclamp- 
sia. The total carbon dioxide content of the plasma 
varied considerably in individual cases. The range 
of values was from 20-8 to 40-1 ml. per roo ml. of 
plasma, with an average of 35°7 ml. + 4:41. The 
bicarbonate content was 3334 ml. + 3-41. The 
maximum value was 37-7 ml., and the minimum 17-4 
ml. per 100 ml. of plasma. The free carbon dioxide 
level was, average 2°36 ml. + 0-28, its range being 
between 1-8 and 2-6 ml. per roo mil. of plasma. The 
ratio of H.LHCO, : B.HCO, was changed to 1: 14:2. 
The denominator varied from 6-7 to 18-6. The stan- 
dard deviation of the average was 3°65. 

In this investigation no moribund patient was in- 
cluded. One patient in this series had a fatal outcome. 
The first estimation done after 16 convulsions showed : 
Total CO, = 208 ml. Combined CO, = 17-4 ml. 
Free CO,=2°6 ml. H.HCO,: B.HCO, was there- 
fore 1: 6-7. The patient at this stage was moderately 
comatose. The second estimation was done after 11 
hours. The corresponding values were 14:2, 11-1 and 
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3°r mil. respectively, per too ml. of plasma. The 
H.HCO, : B.HCO, was 3°6. Between the first and 
second estimations the patient had two more convul- 
sions and passed into a state of deep coma. Death 
occurred from anuria 16 hours after the second test was 
done. There were opportunities for repeating the esti- 
mations in three other patients. The findings are 
presented in Table 2. The principal indication for 
repeating the experiment was an aggravation of the 
state of coma. In the second patient only, two fits 
occurred between the tests. The nature of the change 
in the alkali reserve was almost identical in all three 
cases. The relation between acidosis and coma was 
observed not only in these patients, but also in the 
whole series of cases of eclampsia, as the following 
analysis will show (Table 3). Owing to the small num- 
ber of investigations no attempt has been made to 
submit the data to statistical analysis. But an exami- 
nation of the individual values amply demonstrate this 
change. 

TaBLeE 2—Tue Errect or ConTINUANCE OF THE ECLAMPTIC 

State (3 Cases) on Actp-Base Balance 


I I 
9 
OH H 
1. C. 4 fits. I I 
8 6 27 ——~ 0 2 21 
(5 brs.) 18-6 15°3 
3. F. 4 fits I I 
 37°7 2°4 —— 4 2 


The time in parenthesis indicates the interval between the 
first and second tests. 


TaBLE 3—ALKALI RESERVE, AND Acip-Base BALANCE IN 
Ectampsia In REtation To Coma 


Degree of No. of B 
Total CO, HOO, 
+ . 2 40°8 : 43-0 18-8 : 18-6 
+ 3 380: 17°7: 
38-6 15°8 
++ 5 34°2 : 36-6: 15°3 : 14°9: 
37°0 : 37°38: 16-2: 
30°2 12-7 
+++ 3 30°7 300: 16-1 
20-8 6-7 
I 14°2 3°6 


Hydrogen ion concentration. The hydrogen ion 
concentration of the plasma was estimated in 8 cases 
of severe pre-eclampsia, and 6 cases of eclampsia in 
this series. The pH in the cases of pre-eclampsia were 
7°39 (I case), 7-40 (2 cases), 7°41 (4 cases), and 7°42 
(rt case). The average pH was 7:41 + o-o1. The 
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difference from normal cases cannot be regarded as 
significant. Of the cases of eclampsia, the plasma pH 
in 3 patients were 7-37, 7:34 and 7:36. Two of these 
patients had only one fit, and the other (pH 7-36) had 
two fits before the blood samples were obtained. The 
degree of coma in all of them was slight. The other 
three patients were deeply comatose. The pH of the 
plasma was found to be 6°88, 7:22 and 7-27 respec- 
tively. The first of these patients had a fatal outcome, 
and 16 hours before death (11 hours after the first test) 
the pH declined to 6°56. In the other two patients 
inspite of a subnormal pH at the time of the test, 
recovery ultimately occurred, and when these patients 
regained consciousness the pH had increased to 7-36 
and 7°39 respectively. 


Ketonuria—It has been pointed out by several in- 
vestigators that pregnant women, and more so cases of 
toxemia are prone to ketosis. However, most authors 
have used the terms ketosis and acidosis of pregnancy 
somewhat synonymously. It has been seen that the 
acidosis of pregnancy and pre-eclampsia is of the nature 
of a compensated alkali deficit, without any alteration 
of the hydrogen ion concentration of the plasma. A 
consideration of the problem of ketosis in toxemia in 
relation to the status of the carbonic buffer system 
may prove interesting. 


1. Spontaneous Ketonuria—In order to study if 
normal pregnancy under ordinary living conditions give 
rise to ketosis, 482 specimens of fresh urine obtained 
from the antenatal clinic and belonging to patients in 
the last trimester of gestation were examined for the 
presence of ketone bodies. In 5 specimens (1-03 per 
cent) the test was positive. However, the quantity 
observed was nowhere more than a mere trace. In all 
cases the urine was obtained 2 to 3 hours after the 
mid-day meal, and consequently the question of starva- 
tion acidosis was ruled out. 


Similar examination was carried out in 269 cases 
of pre-eclampsia. Of these 93 had severe toxemia, and 
176 were mildly toxic. The incidence of ketonuria in 
these cases was I'14 per cent (2 cases) in mild, and 
4°30 per cent (4 cases) in severe toxemia. In mild 
toxemia the blood pressure was between 140/84 and 
150/100. They had a varying amount of albuminuria, 
ranging from 0-5 to 3°5 parts (Esbach). The degree 
of cedema also showed considerable variation. Of the 
2 patients who had ketonuria, one had B.P. 145/96; 
alb. 2-5 parts and ++ oedema. The other patient 
had 7 parts albumin in the urine, + + + oedema, and 
a B.P. of 148/100. In severe toxemias the blood 
pressure varied from 155/105 to 220/135, albuminuria 
ranged from 2:5 to 16 parts (Esbach), and cedema was 
variable. The 4 cases of ketonuria had: (i) B.P. 
165/112, Alb. 6 parts, Oedema +++. (i) B.P. 
170/120, Alb. 3 parts, Oedema ++. (iii) B.P. 
170/116, Alb. 5 parts, Oedema ++. (iv) B.P. 
198/118, Alb. 8-5 parts, Oedema +++. The quan- 
tity of ketones in the urine varied from a trace to +. 
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Twenty-nine cases of eclampsia were also examined 
before any treatment was adopted. The interval be- 
tween the last convulsion and the time of collection 
of urine varied from a few minutes to 2 hours. Keto- 
nuria was detected in all cases. No correlation was 
found between the number of convulsions and the 
degree of ketonuria. In fact, one patient who had 6 
fits had only a trace of acetone in the urine, yet in 2 
patients who had only 2 fits each, the urine was 
loaded with acetone. The degree of coma appeared 
to have some relation with the amount of ketonuria 
present. An analysis is presented below. In order 
to present an undistorted picture no attempt has been 
made to submit the average values. 


Degree of No. of Ketonuria 


coma cases 


No. 


+ 
+ 
++ 
+++ 


Yee 
li lew st 


In three fatal cases of eclampsia, at the pre- 
terminal stage (7 to 12 hours before death) the urine 
was loaded with ketones and gave a positive reaction 
to diacetic acid. : 


2. Induced Ketonuria—In a smaller series of 
normal and toxemic pregnancy an attempt was made 
to induce ketosis by a short period of starvation from 
6 P.M. till ro A.M. on the following morning. The meal 
preceding the starvation period consisted of 4 ounces 
of bread (toasted), r ounce of golden syrup and a pint 
of milk. During the period of investigation only drinks 
of unsweetened black tea, and water were allowed. 
Such a short fast seldom, if at all, induced ketonuria 
in non-pregnant individuals. The experiment was 
done on 20 cases of normal pregnancy and 38 cases 
of severe pre-eclampsia. Of these, 1 case of normal 
pregnancy (5 per cent) and 6 cases of toxemia (15-2 
per cent) showed the presence of ketone bodies in the 
urine. In the case of normal pregnancy and in 5 out 
of the 6 cases of toxemia the reaction was only slightly 
positive. In the remaining case of pre-eclampsia the 
test was moderately positive (= 1+). It is interesting 
to note that during the 48 hours following the test, the 
toxemia in the last patient aggravated markedly and 
labour had to be induced. At this stage her urine was 
not free from acetone even in the post-absorptive stage. 


The plasma pH and alkali reserve were estimated 
in these 7 patients. The data are presented in Table 4. 
It will be seen that slight ketonuria in either normal or 
toxemic pregnancy does not disturb the acid-base 
balance of the blood to any appreciable degree. The 
total carbon dioxide combining capacity of the plasma 
in these cases was somewhat less than that in the series 
already described. However, the difference is not of 
significance, and this was associated with a propor- 
tionate reduction »f both combined and free carbonic 
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TOXAEMIA OF PREGNANCY 


acid of the plasma, so that, neither the pH, nor the 
H.HCO,: B.HCO, ratio was altered. The ketosis in 
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the patients was attended with a state of compensated 
acidosis. 


TaBLe 4—RetatTion Between Ketonuria, Actp-Base BaLance, AND HyproGen Ion CONCENTRATION OF THE 
ToXAEMIA 


Cases* B.P. 


118/70 

165/115 
170/100 
160/100 
180/110 
170/105 
150/105 


Ketonuria Total CO, 


Bicarb. 
co, 
46-95 
42°05 
46-26 
45°53 
45°71 
46-62 
44°90 


49°2 
48-6 
47°7 
48-0 


* N=Normal pregnancy. T = Pre-eclampsia. 

Ketonuria in eclampsia ‘presented a different 
picture. Here ketosis was attended with a state of 
uncompensated alkali deficit. The H.HCO,: B.HCO, 
ratio was below 1 : 16 in all those cases where ketone 
reaction was 2+, or more strongly positive. 


DISCUSSION 


According to the nomenclature suggested in the 
special report of the British Medical Research Council 
(1923), the state of alkali reserve in toxemia of preg- 
nancy comes within the scope of acidosis. 


However, 
the condition is not associated with an alteration of 
either the hydrogen ion concentration of the blood, or 
the ratio of HLHCO,: B.HCO,. Inspite of the acidosis 
these are maintained within normal limits. The 
accepted average pH of the blood is 7-40 (Stirling, 
1947). But even normal subjects show considerable 
variation in this respect. Cullen and Robinson (1925) 
found that in normal persons the pH may vary between 
7°28 and 7-41, and that variations of this value may 
occur at different hours of the day depending upon 
the state of digestion and activity. When all these 
factors are taken into account, the state of the acid- 
base balance in toxemia of pregnancy is almost similar 
to that found in normal pregnancy. In both conditions 
there exists a state of compensated alkali deficit. The 
available alkali is slightly less in pre-eclampsia than 
in normal pregnancy. This would account for the 
high ammonia co-efficient of the urine observed in 
toxemia by Williams (1924), Stander (1930), and other 
investigators. 

The state of the alkali reserve in eclampsia, how- 
ever, indicates the presence of an uncompensated alkali 
deficit, which has been named “ acidemia’’ in the 
Medical Research Council report cited above. Observa- 
tions of Hasselbach and Gammeltoft (1915), Bokelmann 
and Rother (1928), Stander and Cadden (1930), 
Stander (1934), MacNider (1928) and Dieckmann 
(1941) also substantiate this. However, the degree of 
this acidemia varies considerably, and consequently 
the range of pH in eclampsia also shows a wide dis- 


§ Figures indicate gms. albumin per litre of urine. 


persion. Nevertheless, the pH often does not fall 
below the minimum normal limit mentioned above, 
and the H.HCO, : B.HCO, ratio seldom becomes less 
than 1 : 16. From a prognostic point of view we have 
found these absolute values to be of little importance, 
for in the absence of interfering factors, like too fre- 
quent convulsions, the pH and the ratio soon return to 
normal. In 7 cases of eclampsia in this series, the 
ratio was less than 1: 16 at the time of examina- 
tion, but none of these cases ended fatally. The de- 
crease of the pH and the elevation of the ratio are, 
however, closely related to the degree of coma, and 
in this respect uremic and eclamptic coma bear some 
resemblance to each other. 

The cause of this uncompensated alkali deficit is 
not wholly understood. Several authors have reported 
an increased concentration of fixed acids in the blood of 
severely toxemic patients (Bokelmann and Bock, 1926; 
Stander and Cadden, 1930; Mukherjee and Govan, 
1950). But this could not be the only cause, for a 
similar condition exists in normal individuals after 
violent exercise. The interfering factors present in 
toxemia, especially in eclampsia, beside the one men- 
tioned above are : (i) The level of alkali reserve is 
initially low, (#) During an eclamptic attack there is 
serious interference with respiratory functions (iii) 
Severe cases of toxemia, and eclampsia often suffer 
from marked oliguria, and even anuria (iv) The meta- 
bolic functions of the liver are grossly upset in pre- 
eclampsia and eclampsia. This is paricularly notice- 
able with regard to carbohydrate (Mukherjee, 1952a, 
1952b), and fat metabolism (Mukherjee, 1950). All 
these factors impose a load on the normal mechanism 
of compensation, which is already in a state of delicate 
balance. 

The ketosis in pre-eclampsia appears to be related 
more to a disordered carbohydrate and fat metabolism, 
and does not necessarily indicate a loss of compensa- 
tion of the acid-base balance of the body. Only in 
eclampsia this assumes considerable importance, for it 
causes a drain on the grossly depleted alkali reserve and 
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Alb. § Oden Free CO, = ,-HCO, H¢ 
I. + 2-25 20-9 7°43 
I. 7°5 ‘+++ + 2-05 20-5 7°41 
} 4 2. 3:0 ++ + 2°34 19°8 7°40 
2-5 + + 2-17 21-0 7°44 
a 4- 5:0 +++ + 2-29 20-0 7-41 
5- 1-5 2-38 19-6 7°40 
6. 4:0 ++ + 2-20 20°4 7°415 
# 
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contributes to the breaking down of the compensatory 
mechanism. From this point of view, prevention. and 
early treatment of ketosis in eclampsia is urgently 
indicated. Ketosis, in eclampsia, unlike that in dia- 
betes, is a secondary factor responsible for the state of 
uncompensated acidosis or acidemia. 


SUMMARY AND CONCLUSION 


The results of a study of the acid-base balance of 
the body in 14 cases of normal pregnancy, 30 cases of 
pre-eclampsia and 14 cases of eclampsia are presented. 
This investigation is supported by the potentiometric 
estimation of the hydrogen ion concentration of the 
plasma in a smaller series of cases. The findings indi- 
cate that although there is decrease in the alkali reserve 
of the blood in pregnancy and a greater decrease in 
toxemia in both normal pregnancy and pre-eclamp- 
sia, the condition is one of compensated alkali deficit. 
The functional integrity of the carbonic buffer is not 
upset and the pH of the blood does not deviate from 
normal. However, in eclampsia, especially in presence 
of coma and frequent convulsions, the acid-base 
balance is grossly disturbed and the condition which 
develops is one of uncompensated alkali deficit or 
acidemia. The carbonic buffer system is disturbed, 
and the pH has a slight tendency to fall. 

The investigation also includes a study on ketosis 
in normal and toxemic pregnancy. It shows that in 
toxemia the tendency to ketosis is increased. In pre- 
eclampsia this is not attended with a gross disturbance 
of the buffer mechanism of the blood. It is possible 
that in eclampsia, ketosis contributes to the failure of 
compensation which accompanies this condition. 
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TUBERCULOUS MENINGITIS* 
G. COELHO, M.B., B.HY., M.R.C.P. (LOND.), F.C.P.S., 
Hon. Pediatrician, Byramjee Jeejeebhoy Hospital for 


Children, Byculla, Bombay, and Bombay Hospital, 
Marine Lines, Bombay — 


INCIDENCE 
Visitors to the Byramjee Jeejeebhoy Hospital for 
Children, Bombay, are struck with the large number 


of children suffering from tuberculous meningitis. 
(Table 1). 


TABLE I—ToTAL ADMISSIONS AND TUBERCULOUS MENINGITIS 


1949 1950 195! 
Total T.B.M. Total T.B.M. Total T.B.M. 
Jan. a 181 13 155 19 178 22 
Feb. ine 174 6 143 18 138 16 
March won 212 17 174 15 186 13 
April nee 201 6 223 18 149 17 
May put 208 13 265 Ir 198 13 
June até 229 9 210 21 166 13 
July ait 294 Ir 254 21 205 7 
Aug. —_ 331 10 261 15 214 17 
Sept. _ 206 22 215 20 196 13 
Octr. ~ 204 19 208 16 146 8 
Novr. pa 188 12 176 7 174 14 
Decr. an 184 21 142 10 130 14 


2,611 159 2,426 2,080 167 
6-09% 7°8% 8% 


* Read at the Scientific Section of XXVIII All-India 
Medical Conference, Ahmedabad, February, 1952. 
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TUBERCULOUS MENINGITIS 


Out of the total admissions of 2080 children into 
the medical wards in 1951, 167 or 8 per cent were diag- 
nosed as suffering from tuberculous meningitis. 

Seasonal Incidence—The admissions according to 
the months were as foliows (Table 2): 


TABLE 2—ADMISSIONS DURING YEARS 1949-51 


Jan. -. March April May 


18 13-3 136 12-3 


July Aug. Septr. Octr. 
II 19 
21 

8 


Novr. 


7 
39 43 
_13 18-3 


From the average of these three years it appears 
that the lowest admissions have been in May and 
November and the highest in January and September. 
In this industrial city where houses were not built nor 
are maintained in hygienic conditions, where over- 
crowding, poverty and illiteracy abound, we have all 
the favourable conditions for the spread of tuberculosis. 
Therefore, it is not surprising that the incidence of 
tuberculous infection is very high in the children below 
five years of. age in Bombay. 


CONTACT 


History of contact—A history of contact was ob- 
tained in 29 cases (Table 3). 


Taste 3—History or Contact 


Siblings 
Parents 


Total 


Economic group and Meningitis—The monthly 
income of the parents of 168 out of 216 children was 
below Rs. 1roo/-. (Table 4). 


TaBLe 4—Economic Group 


Less than Rs. 50/- per month 
Rs. 50/- to Rs. 100/- 
Rs. 1ro1/- to Rs. 200/- 
Rs. 201/- to Rs. 500/- 


VOL. NO. 10 
JULY, 1952 


Age and Sex—At least fifty per cent of children 
of this age, if not more, show clinical, radiographic, or 
allergic evidence of this infection (Table 5). 


TaBLe aNp Sex INCIDENCE 


Ages Boys 
o- 6 months 10 
7-12 months 21 
13-24 months 52 
2- 3 years 24 
3- 4 years 15 
“4° 5 years 14 
5 7 years 12 
7-10 years 
10 and above 


154 


Glands, lungs, and bones are affected but affection 
of the meninges is the most serious Boys and girls are 
about equally affected by tuberculous infection of the 
meninges. In this series there were 154 boys and 
116 girls. One hundred and forty-seven were infants 
and of these 14 were below six months of age. Strange- 
ly seventy of them were the first born and forty two 
second and fifty one, third children (Table 6). 


TaBLe 6—P Lace In THE Famity—TorTaL 249 


DIAGNOSIS 


The diagnosis is, of course, based on the sympto- 
matology and physical signs. The classical description 
of a prodromal period followed by a stage of irritation 
and paralysis is well known. But both in hospital and 
in consulting practice, one meets the patient generally 
in the late stage. In this series, 60 died within 24 hours 
of admission, 50 between the first and the fifth day, 
and 19 between the 6th and 10 day of admission. 
Thus 129 out of 270 children died within a few days of 
admission. It is possible that in a well organised and 
adequately staffed out-patient department all these cases 
could be detected early but our departments in hospi- 
tals are understaffed and some of these cases are 
missed. The general practitioner has a great oppor- 
tunity of diagnosing these cases early. In our plan for 
raising the cure rate, early diagnosis should get top 
priority. 

Invasion of the meninges may be insidious. 

ing this period the child if older will have lost 
interest in his daily activities and he is inclined to sit 
apart and appear moody. He may also lose his 
appetite. With these symptoms it is difficult to think 
of tuberculous meningitis unless there is a marked hilar 
flare or infiltration in the lungs or there are matted 
glands. It is only the last condition that may be 
apyrexial, but in the previous two conditions, there 

is fever, either at the time of presentation or a 
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few days earlier. In this apyrexial stage a positive 
Mantoux test may be of use if the transition from the 
negative to the positive phase has been recent. But 
this aid is practically non-existent as our follow-up is 
poor and Mantoux testing is limited. A useful symptom 
is vomiting, unrelated to intake of food, when it is added 
to apathy and anorexia . Its value is greater in the 
older child, because in infants vomiting may occur from 
very trivial causes. 81 children had vomiting. When 
the triad of apathy, anorexia and vomiting, is present, 
examination may reveal a boggy fontanelle, and some- 
times dilated pupils reacting sluggishly to light and per- 
haps a squint. It is surprising how often the parents 
fail to notice this squint. I have quite often heard 
them says, ‘Yes doctor, now that you say so, it is 
there alright. But I did not notice it before.’’ All 
this time there may have been no fever at all, or there 
may be fever with vomiting and squint. If the fever 
is absent at the time of examination it does not take 
long to appear. « Rigidity of the neck may be present 
with fever, or with vomiting alone. The degree of 
spasm varies and a personal factor always comes in 
in its assessment. At this stage a definite diagnosis 
of meningitis can be arrived at. 

In a second type of onset a child may be brought 
to you for recent drowsiness preceded by low irregular 
pyrexia for some weeks. 95 children had prolonged 
fever, and 39 came with drowsiness. On screening 
there may be only slight enlargement of hilar shadows. 


. With this mode of onset there is no difficulty in suspect- 


ing an involvement of the central nervous system. 


More often the child is brought for convulsions 
with fever. The fever may have come only with the 
convulsions, or it may have preceded them. It is the 
convulsion, not the fever, that alarms the parents and 
makes them seek immediate medical help. 131 children 
gave a history of convulsion and 30 were unconscious 
on admission, 7 had tremors, 33 had paresis or para- 
lysis. Yet, the convulsions may be merely an episode. 
There may be convulsion and fever of about two days 
duration. The cerebrospinal fluid may be normal or 
the cells may be very slightly raised, and there may 
be no paralysis. The child goes home apparently well. 
Such children should be kept under observation. 
Those that ultimately develop the full picture of tuber- 
culous meningitis may come two or three times with 
these episodes of convulsions and fever. 


TaBLE 7—SYMPTOMS ON ADMISSION 


Acute fever 124 Irritability 16 
Prolonged fever 95 Vomiting 81 
Acute cough * 28 Drowsiness 39 
Prolonged cough 31 Tremors 7 
Wasting 8 Convulsions 131 
Constipation 26 Paresis or paralysis 33 
Diarrhoea 26 Unconsciousness 30 


The child with convulsions and fever may p 
favourably with the pathological condition. If he 
Tegains consciousness there may be a hemiplegia, or 
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monoplegia or paralysis of one or more cranial nerves. 
The oculomotor group of nerves is most commonly 
affected, causing changes in the size and reaction of 
the pupils, affecting the movemefits of the eye-ball, 
and producing ptosis. The facial nerve may also be 
affected, causing facial palsy. But, in my experience, 
bulbar paralysis is very rare. 

After the diagnosis of involvement of the meninges 
has been made on the physical signs and symptoms, 
its nature may be suspected by the evidence of tuber- 
culous infection in the glands, lungs or bone. But the 
nature of the infection can be clinched only by the 
examination of the cerebrospinal fluid. Till recently 
we laid great emphasis on the diminution of the chlo- 
rides, but now this emphasis has been shifted to the 
reduction in the amount of glucose. When the chlo- 
rides fall below 600 mgm. per 100 c.c. and the lympho- 
cytes are increased, one is on fairly safe grounds in 
diagnosing tuberculous meningitis. In 128 cerebrospinal 
fluids examined on admission, there was a ‘‘cobweb 
coagulum’’ in 83, and increased tension was noticed 
in 75 per cent of cases. The chlorides were between 
600 and 650 mgm. per 100 cc. in 50 children, and below 
600 mgm. in 36 children. The sugar was absent in 37 
and diminished in 68 fluids. There were more than 10 
lymphocytes in 110 fluids, and 63 of these had more 
than 50 cells per c.mm. Only one patient had a 
xanthochromic fluid. A definite diagnosis can be 
arrived at by finding the tubercle bacillus in the c.s.f. 
or by guinea-pig inoculation. In my experience of 
nearly 25 years a laboratory report with this finding is 
very rare. Guinea-pig inoculation has not been possible 
with the limited resources of our laboratories. However, 
the observations made by my colleague Dr. Bhulabhai 
Patel are interesting. He has in collaboration with 
the Haffkine Institute cultured the cerebrospinal fluid 
of 22 patients who died with a clinical and cerebrospinal 
fluid picture of tuberculous meningitis and also inocu- 
lated guinea-pigs with them. The cultures were all 
negative and only two guinea-pigs showed tuberculous 
meningitis lesions. I am aware that these results may 
be criticised from various angles but our position re- 
garding an accurate diagnosis needs further considera- 
tion.* 

Another finding of great diagnostic value is the 
presence of choroid tubercles. They have been seen 
very often at autopsy ; but we do not get autopsies. 
During life I have seen them on very few occasions in 
patients wno were clinically diagnosed as tuberculous 
meningitis. This has been the experience of my other 
colleagues as well. 

Occasionally a patient has all the cerebrospinal 
fluid findings of purulent meningitis. He is treated for 
it and he responds to treatment and when you think 
every thing is going on smoothly, the cerebrospinal fluid 


* If a specimen of c.s.f. proved to be negative both by 
cultural and animal inoculation method, the child was not 
possibly suffering from tuberculous meningitis —Ep., J. Indian 
M. A. 
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TUBERCULOUS MENINGITIS 


changes and the findings are those of tuberculous 
meningitis. All these patients ultimately succumb with 
a full-fledged clinical picture of the latter infection. 


TREATMENT 


Before the advent of streptomycin, tuberculous 
meningitis meant certain death ; even now with the use 
of this antibiotic my experience in the hospital has been 
very disappointing. American and English pediatricians 
report ten to fifteen per cent recoveries. The object 
of this paper is to inquire into experiences of other 
physicians and consider how we cam improve our 
Tesults. 

The specific treatment of tuberculous meningitis 
is now with streptomycin dihydrochloride aad para- 
aminosalicylic acid. The treatment has to be conti- 

‘nued for a period of not less than six months. The 
cost of streptomycin has come down, and the antibiotic 
is within the economic ambit of many a middle class 
person. The cost of treatment has been further reduced 
as the antibiotic has to be injected only once a day, 
which means only one visit of the doctor. Even then 
it strains the purse of all but the wealthy. Amongst 
this series of hospital patients only 123 received strep- 
tomycin, and many for too short a period. It is true 
that death ended the scene in many, but a large num- 
ber of the patients could not buy sufficient quantities 
of the drug. Our hospital does not supply streptomy- 
cin free to the needy except in rare cases and even then 
only in ‘‘token’’ quantities. 

Streptomycin is administered intramuscularly and 
intrathecally. The dose for the intramuscular injection 
is 20 mgm. per pound of body weight per day, given 
once a day. This should be given continuously unless 
otherwise indicated. The intrathecal dose is now less 
than what was suggested when the antibiotic was new. 
We now use Io mgm. per day for six weeks. The route 
for intrathecal administration is a matter of selection. 
Because of the thick exudate at the base of the brain, 
adhesions may be formed at the base or elsewhere on 
the surface of the brain. This will prevent the circula- 
tion of the cerebrospinal fluid and of the antibiotic, and 
the latter may not reach the base of the brain where 
most of the tubercles are found. Hence cistern, or 
ventricular puncture or trephining of the skull is 
suggested. We have no experience of trephining. We 
have tried ventricular puncture and are now trying the 
cistern puncture. One will have to wait for the results. 
I have no experience with streptokinase. In one of 
my patients in whom it was used in a very late stage, 
it was of no use. After an interval of a month, strepto- 
mycin must be repeated again for a month intrathecally, 
and a further course is indicated after an interval of 
two months. None of my hospital patients have had 
such courses. Nearly all of them died before this 
period was reached. In practice outside hospitals, 
lumbar punctures in children, particularly in infants is 
not usually done, as many general practitioners shrink 
from performing a lumbar puncture. I can assure you 
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that this is a very simple procedure. Hence strepto- 
mycin is mainly administered intramuscularly. By 
this route it must be administered for at least six 
months. Since the introduction of streptomycin 
dihydrochloride, the dreaded complication of blindness 
and deafness are not seen. Sometimes one meets 
with a skin rash, but this is not serious. When 
improvement occurs the temperature subsides, the child 
regains consciousness and the cerebration improves 
gradually. The spasticity diminishes. The changes in 
the cerebrospinal fluid lag behind. 

Para-aminosalicylic acid must be used along with 
streptomycin to support its action and further to pre- 
vent the Mycobacterium tuberculosis from becoming 
resistant to the antibiotic. This drug is given orally. 
One of the undesirable effects is the loss of appetite 
that follows the administration of para-aminosalicylic 
acid. Of late, I have been using neutral calcium para- 
aminosalicylate (P.A.C.). The dose has been I gm. 
per 10 pounds of body weight per day. When the 
child is unconscious the powder or the crushed tablet 
should be given with food by gavage. The period of 
administration is the same as that of streptomycin. 


Maintaining the nutrition of the child and prevent- 
ing dehydration are important aspects in the manage- 
ment. A conscious child should be coaxed to eat, and 
food should be varied to rouse the appetite. There is 
no restriction as to the form or type of food to be 
offered. With an unconscious child nourishment has 
to be administered by gavage and this naturally limits 
the form and type of food. The caloric value of the 
food and its fat and protein content can be increased 
by using sweetened condensed milk, protein — 
sate, egg yolk or olive oil. Dehydration should 
corrected by the administration of fluids by ng 
subcutaneously or intravenously in requisite amounts. 
Patel advised repeated blood transfusions. I have no 
experience of this. 

This results with streptomycin with various workers 
have been increasingly encouraging. From a hundred 
per cent mortality it has now come to go to 85 per 
cent. In our series 121 received streptomycin intra- 
muscularly, and 8o intrathecally. Of these, 8r died in 
hospital, 13 died within 24 hours after admission and 
a total of 59 died within 20 days, 11 died between 21 
and 30 days, 3 died between 31 and 50 days and 3 
between 51 and 60 days. 35 left the hospital in a bad 
state. 7 left the hospital in a conscious state, but were 
irritable, and had rigidity of neck; only in one child 
the general condition was good. These children 
received streptomycin from Ii to 120 days. 

If I may digress from this hospital series to my 
experience outside in private practice, I feel the results 
are still unsatisfactory. I can count six recoveries in 
these three years. Two of them were alive and were 
in such a bad mental condition that I felt sorry they 
were alive. I have lost contact with the other four. 


My colleagues in general practice have expressed their 
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disappointment in the results. The treatment is long 
drawn out, the parents are always hopeful, you dare 
not stop the treatment, but ultimately the patient dies 
in nearly all cases. Yet, though at the time our results 
are bad, I am hopeful that in future years our per- 
centage of recoveries will rise. I end this with an 
appeal for early diagnosis and early treatment. 


LUNG SYNDROME OF EOSINOPHILIA 


K. R. KINI, M.B.B.s., 
Mangalore 


INTRODUCTION 


Frimodt-Moller and Barton (1940) described in 
detail this syndrome under the heading ‘Pseudo 
Tuberculosis with high Eosinophilia.’’ This was follow- 
ed by an identical description by Weingarten in 
1943. In the same year Simeons independently des- 
cribed the same condition. Duing this period Chakra- 
varty and Roy (1943), Chaudhuri (1943) and Treu 
(1943) reported a few cases. In 1944 we find a des- 
cription of the disease with notes on 19 cases by Treu. 
Vishwanathan (1945) published a paper of his 85 cases 
from an Indian General Hospital (Military). Isolated 
cases were reported from Australia, Middle East and 
other parts of the world. After the article by Vishwa- 
nathan this present series was collected, particularly 
with a view to understand the etiology of the disease, 
the collection being from the routine blood examina- 
tions for clinical purposes. No special investigations 
were made nor any special study undertaken. 

The author’s series consists of 74 cases of eosino- 
philia observed upto July 1951. The condition was 
distributed as follows: 


Lung syndrome 59 cases 
(eosinophils—r10%-73% 

Chronic asthma 4 cases 
(eosinophils—10% -16%) 

Filariasis 2 cases 
(eosinophils—20% 28%) 

Chronic bronchitis I case 
(ecsinophils—s2%) 

Data incomplete oe 8 cases 


Family history—In this series the following family 
histories have been noted: 

A history of tuberculosis was found in 6 cases. 
In 2 cases the mother died of the disease. In 2 cases 
brothers died of the disease. In 1 case two daughters 
had the disease, of whom one died and one is alive. 

Four patients gave a history of asthma in one or 
the other parent. 

A history of diabetes was found in one case in 
the parent. 

Personal history.—Previous attack of dysentery 
was noted in one and pneumonia in two cases. Eosino- 
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philia was noted in both mother and daughter in the 
family noted above where the tubercular attack in the 
daughter is reported. Asthma was recorded in six 
cases. Tuberculosis was found in one case. Allergic 
rhinitis was noted in one case. In another case both 
maternal uncle and his nephew living in the same 
house had the disease. 


INCIDENCE AND ETIOLOGY 


Sex.—There were 28 males, 29 females, one male 
child and one female child (both below 12 years). 

Communities.—Patients from all communities have 
been suffering from the disease. 

Habitation.—All except one were from the District, 
44 patients being from towns and 15 from villages 
which are within 60 miles of the coast line. 

Diet.—42 are strict vegetarians and 17 are mixed 
diet eaters, non-vegetarian being usual. 

Age—The highest age recorded is 56 years and 
lowest is 10 years, the average being 22°5 years. 

Profession.—No special vocation was found to 
have any influence. 

Climate.—There has been no relation between the 
appearance of the disease and climate 


SYMPTOMS AND SIGNS 


Besides the classical symptoms some unusual 
symptoms are noted. A classification of the findings 
is given below. The reports of some interesting cases 
with unusual symptoms will be given later. 

Fever.—Usually low, sometimes intermittent was 
found in 46 cases. 

Heaviness of the chest.—This complaint which is 
marked at night particularly, was found in 46 cases. 

Disturbed sleep.—This was fairly common and was 
noticed in 45 cases 

Patients had to get up at night with slight or 
marked constriction of the chest, dyspnoea and cough. 
This was marked in the early hours of the morning. 
The cough was sometimes productive and sometimes 
unproductive, the sputum being mostly frothy in 
character. 

Hard breathing.—Present in 45 cases particularly 
at night after rest in bed for some time. With this 
appeared the wheezing sound in some. 


Abdominal distress.—This was found in 15 cases. 


One patient started all her trouble with abdominal © 


distress which she described as ascending into the chest 
to give rise to hard breathing and wheezing. 

Anemia.—This was diagnosed clinically and was 
found in 50 cases varying in degree from slight to 
severe. 


Albuminuria.—Three patients had heavy albumi- 
nuria and persistent dyspnoea until the urine cleared 
up. 
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LUNG SYNDROME OF EOSINOPHILIA 


Enlarged liver.—Present in two cases. 

Heart embarrassment.—This was present in one 
case. The syndrqme was a periodical missing of a 
systolic beat in the cardiac cycle, sometimes followed 
by an extra-systole. In some cases tachycardia was 
present. 


Rheumatism.—This was the only symtom in one 
case, there being no lung syndrome at all. The case 
will be described later. 

Neuralgia and myalgia of chest.—These two cases 
are reported. 

The other symptoms described by other observers 
such as loss of appetite and weight, general weakness 
and lassitude, were present in most of the cases. 


INVESTIGATIONS 


The only investigations that were carried out were 
examination of the blood in all cases for a differential 
count, sptum in a few cases without any T. B. being 
present and routine examination of the urine. 

Blood.—Eosinophilia was found in all cases rang- 
ing from 10 to 73 per cent, the average being 35 per 
cent for all the 59 cases. Though it was arbitrarily 
decided that counts 20 per cent and above were to be 
considered as giving rise to the eosinophilic syndrome, 
I have seen definite symptoms in patients with eosino- 
philia as low as ro per cent, the result of treatment 
also confirming the diagnosis. 

Urine.—Albuminuria with a thick cloud was found 
in three cases. All the three cases cleared up under 
digitalis treatment after which the syndrome was 
treated. 

X-ray.—This was done in a few cases only. The 
usual mottled appearances were observed. 

No other investigations were carried out. 


TREATMENT 


The treatment is commenced with giving the 
patient an anthelmintic, my preference being for ol. 
chenopodium with magnesium sulphate. Then the 
specific treatment for the condition is begun. Arseni- 
cals in different forms were and still are the only drugs 
that relieve the syndrome. In the early days acetyl- 
arson was used by me at weekly intervals. When this 
drug was not available, Mapharside 0-04 with 500 
mgm. of vitamin C intravenously at weekly intervals 
was used. In cases where the patient could not be 
given or refused injections, carbarsone was used in the 
following dose schedule :—One pill twice daily for three 
days followed by one pill daily for the next seven days. 
This was to be taken every month for three to four 
months. Later, carbarsone was continued twice 
daily for ten to twelve days without any side effects. 
The usual care of constant urine examination for albu- 
men cannot be stressed too strongly, whenever arseni- 
cals are used, particularly parenterally. Multivitamins, 
iron and calcium preparations were administered to 
improve the anaemia and the general condition. 
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Only one case, reported below, showed marked 
allergy to arsenicals. Beyond this no other side effects 
occurred. Yet it must be pointed out that parenteral 
arsenic should be given at intervals of not less than six 
to seven days to avoid any side effects or undesirable 
reactions. Almost every brand of Carbarsone was 
used with uniform results. 

Results of treatment.—Onq case became chronic 
as she got attacks of abdominal distress followed by 
hard breathing, relieved immediately by administra- 
tion of Carbarsone. 


picture once only. 

One case was so bad that nothing relieved him. 
He developed bronchitis and passed off before treat- 
ment could be completed. 

One case with albuminuria recovered fully. But 
she passed away about seven weeks later. The other 
two patients recovered completely. Both of them had 
attacks subsequently, one, one year later, with all the 
old symptoms. This is reported below. The other had 
it only a month back but without albuminuria. Both 
are quite well now. 

The rest have recovered and are carrying on their 
daily avocations and have not returned with a recrude- 
scence of their symptoms. Most of these are under 
observation still. 

Case Reports 


Case 1—K. R. N., Hindu, male, 16 years. In Septem- 
ber, 1946, the patient was seen by me for fever, pain in the 
joints, particularly the knees and small joints of the feet. 
The pulse was fast. Nothing was found in any other system. 
He was given the usual iodide salicylate mixture and injec- 
tions of rheumatism phylacogen which brought the tempera- 
ture range to between 99° and 100°F. morning and evening. 
There being no further relief at the end of two weeks, his 
blood was sent for routine examination. There was 33 per 
cent eosinophilia and no other abnormality. Acetylarsan 
injections were immediately started. After the first injection 
the temperature came down to normal and remained so. 
After a full course, the boy was allowed to attend school. 
He had no recurrence. In 1949 he had an attack of filarial 
glands during whick time a study of the blood picture did not 
show any eosinophilia. 

Case 2—Mrs. S. N., Hindu, female, 34 years, mother 
of six children, was treated for asthma four years previously 
by another medical man with injections of Soamin. When 
seen by me she had hard breathing, very productive cough, 
disturbed sleep, wheezing and loss of weight. On examina- 
tion, occasional rhonchi were heard in both lungs and a few 
rales during the day. But at night she had an exacerbation 
of symptoms. Blood picture showed 63 per cent eosinophilia. 
With arsenicals she recovered fully. She had two subsequent 
deliveries. There was slight recrudescence in one of the 
subsequent confinements. With carbarsone she was relieved 
completely. One of her daughters had the same trouble with 
tuberculosis later. 

Case 3—Mrs. N. B., Hindu, female, 16 years, daughter 
of Case 2, during her first pregnancy in June, 1947. 
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developed asthma-like breathing, severe cough, sleepless nights 
and became progressively weak. On examination she was 
found to be slightly anemic, there was dyspnea even on 
slight exertion and productive cough. On examination 
thonchi of all descriptions and a few rales at both bases could 
be heard. A hemic murmur was heard in the pulmonary 
cardiac area. The blood picture showed 62 per cent eosino- 
philia. The urine showed no abnormality. A course of 
Mapharside 0-04 gm. with 500 mgm. vitamin C at weekly 
intervals cleared up the condition. The pregnancy termina- 
ted normally. A month after the delivery in March, 1948, 
she started diarrhoea, fever, cough and became progressively 
weak. On examination the right apex was found to be 
consolidated, the sputum showed A.F.B., the abdomen was 
tendér and painful, diarrhoea being marked after meals. A 
skiagram of the chest showed a patch of infiltration at the 
right apex. The blood did not show much of eosinophilia. 
She was admitted into the Government Tuberculosis Sana- 
torium, Tambaram, from where she returned after a year. 
On her return she was getting A.P. injections. During this 
period she had the old attack of eosinophilia. She was again 
treated with injections of Mapharside with vitamin C. and got 
complete relief. She had a second pregnancy since, delivered 
normally in February, 1951, got a recrudescence of her tuber- 
cular condition and an intercurrent attack of typhoid fever, 
from all of which she recovered and is now in fairly good 
health. 

Case 4—Mrs. K., Muslim, female, 38 years, mother of 
six children, ever since 1939 had been under my treatment 
for cough, weakness and low temperature She was treated 
with calcium injections, tonics and a change of air. She was 
all right for two years. She again complained of weakness 
in 1943. This time with liver extract and calcium she 
showed some improvement. She had two deliveries subse- 
quent to 1939. But the following symptoms persisted. 

A sensation of fullness in the abdomen, distension with 
gas, pressure on the chest followed by dyspnoea, persistent 
cough and general weakness. Though the menstrual history 
was regular, she still felt that there was trouble with her 
uterus. So she was sent over to Madras in 1945 for further 
investigations at Stanley Hospital. After a thorough investi- 
gation she was found to be suffering from eosinophilia for 
which she was prescribed acetylarsan injections. The eosino- 
philia was only 27 per cent at Madras. While she was under 
my treatment in 1946, the third injection was given in the 
morning at about 1o a.M. In the afternoon at 4 P.m., she 
suddenly got high temperature, dyspnoea, fast pulse, red in 
the face and a feeling of impending death. I found her 
practically prostrate in the above condition. An injection 
of o-5 c.c. adrenalin followed by calcium intravenously gave 
her relief and she felt better. This is possibly one of the 
Herxheimer reactions or a sensitivity to arsenic. Subse- 
quently similar reaction to carbarsone showed that this was 
only arsenical sensitivity. She was administered carbarsone 
capsules only and parenteral arsenic was stopped. Once she 
took a carbarsone capsule in the morning and went out on 
some work when she had to work in the hot sun till about 
3 p.m. She got the same symptoms as noted above, which 
was relieved by calcium tablets. Subsequent to this she was 
taking carbarsone capsules on a full stomach followed by 
milk and never stirred out of the house during the adminis- 
tration of the drug. Her eosinophilia was never less than 16 
per cent. She had to take carbarsone constantly to keep her 
free from the symptoms which started with abdominal dis- 
tress. This is the only case which became chronic. 
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Case 5—K. V. P., male, Hindu, 30 years, came in Octo- 
ber second week, 1948, with the following condition: 

Fever ranging between 99° F. to, ror° F., dyspea, 
wheezing, productive cough with plenty of frothy mucus, 
inability to sleep, scanty urine, inability to take or retain 
any food and marked general weakness of two week’s dura- 
tion. 

On examination the following was noted: a fairly 
nourished individual, dyspnoeic, unable to sleep, incessantly 
coughing. Liver slightly enlarged, pulse between 110 and 120 
p-m., urine scanty and contained albumen, there were rhonchi 
and rales in the lungs but no consolidation. Temperature was 
as above. Under digitalis, diuretics and expectorants the 
urine cleared, temperature came down and liver enlargement 
disappeared but the cough and dyspnoea persisted. The blood 
picture showed eosinophilia of 52 per cent. Acetylarsan was 
started and gave immediate relief. Three injections were 
given followed by Neosalvarsan 4 injections of 0-15 gm. Iron 
tonics and multivitamins were also administered. By 
January, 1949, the patient attended to his work. 

About the end of 1949 he again developed the same symp- 
toms and this time the quantity of albumen was greater. 
I was called in again in the third week of January, 1950. 
The same treatment was instituted with the addition of a 
mercurial diuretic. His blood picture at this stage showed 
28-5 per cent eosinophilia. Under arsenicals he cleared up 
and is now attending to his work without any trouble. 

In this case I suspect that the heart of the patient is 
showing commencement of myocardial degeneration, though 
I have not been able to confirm my suspicion yet. 


Case 6—Mrs. R. V., Hindu, female, 32 years, villager, 
was brought to me in February, 1950 with the following 
complants: fever, dyspnoea, cough with expectoration, marked 
anaemia, loss of weight and general weakness. She was a 
nullipara and came from a malarial area. 

On examination she had enlarged liver and spleen, urine 
loaded with albumen, pulse between rro and 120 p.m., 
marked dyspnea. The lung condition showed rhonchi and 
plenty of rales without any consolidation. The liver and 
spleen were pt!pable. The blood picture showed 35 per cent 
eosinophilia. There were no malarial parasites. Under ap- 
propriate treatment including mercurial diuretics her albu- 
men cleared up. This was followed by arsenicals which 
completely relieved her of her lung symptoms. She came 
to me again in June, 1951. She was very much better in 
her general health and the blood showed 24 per cent eosino- 
philia. She was advised a second course of arsenicals. But 
she suddenly died from an attack of coronary thrombosis 
seven weeks before any treatment could be started. 


Case 7—Mr. J. M. F., male, Christian, 27 years, came 
from Bombay with pain in the chest and back increased by 
deep breathing coming on in spasms, dry cough and general 
weakness of four months’ duration. Except for slight 
anemia, nothing could be detected. A routine examination 
showed an eosinophilia of 15 per cent. As he was unable to 
take parenteral arsenic and as the case was considered a mild 
one, he was prescribed carbarsone one tablet b.d. for ten 
days. A fortnight later he returned and reported that he felt 
much better, having been completely relieved of his pain. 
At the end of five weeks he had put on some 1o Ibs. weight 
and left for Bombay with instructions to continue the treat- 


* ment. 


Case 8—N. M. S., male, Hindu, 31 years with a previous 
history of an attack of poliomyelitis with sequela in right leg 
muscles came for the following complaints: 
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Continuous pain in the right side of the chest in the 
axillary region coming on to the front, cough and weakness. 
The cough was marked at night disturbing his sleep and 
was unproductive. 

On examination the patient was anemic, and very pale. 
He was fairly well nourished. His lungs showed very few 
signs except occasional rhonchi. A hzemic murmur was 
present in the cardiac pulmonary area. No other abnormali- 
ty was found. Blood examination revealed 10 per cent 
eosinophilia. Mapharside 0-04 gm. with 500 mgms. vitamin 
C was given with dramatic results. After six injections 
the patient is quite well. The pain in chest cleared only after 
the fourth injection. He has taken carbarsone for two 
months for 10 days at a time. He is the maternal uncle of 
Case 1. Both live in the same house. 


DISCUSSION 


Nomenclature—The disease has been variously 
termed as ‘eosinophilic lukzmia,’ ‘ pseudo-tuber- 
culosis with high eosinophilia’, ‘eosinophilic lung’ and 
‘tropical eosinophilia’. After a survey of the litera- 
ture so far published and taking into consideration all 
the symptoms and signs reported, the lung condition 
is common in all cases and is the one that points to the 
presence of the eosinophilia. I venture to suggest the 
term ‘ lung syndrome of eosinophilia.’ This seems to 
be the appropriate name for the disease, as the disease 
has been reported from various parts of the world even 
where tropical conditions do not exist, though tropical 
conditions may predispose patients to the disease in a 
very large measure. 


Though the condition was first described by the 
staff of the Arogyavaram Tuberculosis Sanatorium, in 
their able analysis of 175 cases, they were of opinion 
that none of the patients were either tuberculous nor 


were the two diseases co-existent. Of the other authors 
only Treu reported one case in which a tubercular lesion 
was found subsequent to the clearing up of the eosino- 
philic condition. In this series one case is reported in 
which both the conditions co-existed, the eosinophilic 
condition supervened and cleared up with appropriate 
treatment, while the tuberculous condition was still be- 
ing treated. 

Weingarten and Vishwanathan reported their cases 
only among males due to the circumstances under which 
they were working. Treu has not seen a single female 
case. Frimodt-Moller and Barton (loc. cit) gave a 
ratio of 4:1 for males and females. In this series which 
is entirely from civil life in a general practice, males and 
females are more or less equal. So the sex incidence 
can be taken to be equally distributed and the influence 
of sex on the incidence of the disease is negligible. 

The influence of diet has not been mentioned by 
any of the other authors. This series gives a ratio of 
3:1 for vegetarians and non-vegetarians. But this 
requires further investigation. 

Weingarten was of the view that seaside climate 
alone had everything to do with the incidence of the 
disease. But other authors have reported cases from 
all parts of the country. In this series the ratio of 
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town dwellers (mostly in Mangalore) to village dwellers 
is 3:1. So most authors agree that seaside climate 
is not the main factor causing the disease and the 
influence of seaside climate is not very necessary in 
the incidence. 


Tuberculous or asthmatic history in the family 
seems to have very little influence as far as present 
knowledge is concerned. Both in this series and that 
of Treu, two members of the same family had the 
disease, Treu reporting in one family, while in this 
series it was found in two families, on a mother and 
daughter and one maternal uncle and nephew. Fur- 
ther work will have to show whether the disease is 
familial in nature. 

Etiology.—Various theories have been formulated 
for the causation of the disease. Frimodt-Moller and 
Barton (loc. cit.) consider that this condition may be 
allergic in origin due to a domination of eosinophils in 
the picture but further opine that there may also be 
other factors which give rise to the disease. Treu con- 
siders that allergy alone cannot explain the syndrome. 
The fact that arsenicals relieve the symptoms dramati- 
cally gives rise to doubt about allergy being the main 
cause. Carter, Wedd and d’Abrera (1944) have found 
mites in the sputum of some of these cases and opine 
that these may in part be the cause of the disease, 
as relief is obtained by arsenicals. Carter and d’Abrera 
(loc. cit.) carried out experiments on Toque monkeys 
with mite eggs, introduced into the trachea and injec- 
ted subcutaneously. In the tracheally introduced 
animals cough and eosinophilia which persisted, were 
noted. In the injected animals only transient eosino- 
philia was noted. They have not given any conclu- 
sions of their work. Treu (loc. cit.) considers that this 
postulation of the cause is very difficult to establish, due 
to the technical difficulties in proving the presence of 
these mites. Vishwanathan (loc. cit.) suggests the cause 
to be a virus infection. All the authors noted above 
and subsequently Menon (1945) of the Pasteur Insti- 
tute, Coonoor, Balbir Singh (1948) of Jamshedpur 
have reported that the blood gave positive Wasser- 
mann and Kahn reactions in a few cases but not all. 
Menon (loc. cit.) carried out an experiment to find out 
whether infection is the ‘cause of the disease. He 
obtained a specimen of blood from a patient and within 
6 hours of its being taken from the patient inoculated 
in two guinea-pigs with two controls who were inocula- 
ted with blood from a healthy person and blood from 
an asthmatic respectively. After careful recordings of 
the data for ten days, the first two guinea-pigs showed 
eosinophilia. These were killed and on a post-mortem 
of the animals with sections of the lungs being 
examined, he is reported to have seen the typical 
eosinophilic condition. But he is not prepared to 
postulate from this one experiment. 

In this series no attempt has been made to find out 
the actual cause of the disease. The notes have been 
brief. Only the factors influencing the disease have 
been noted. For obvious reason no experimental work 
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could be undertaken nor was it carried out. So I have 
not ventured to give an indication of the causation 
of the disease. Under the conflicting evidence on 
record as noted above, the question must be kept open 
for future workers to decide. Suffice it to say that 
both allergy and infection may have their due share in 
the etiology of the disease. 


Prognosis.—The percentage of relapses so far 
is negligible. Where the heart and kidney had shown 
damage and where a tuberculous infection supervened, 
there has been one relapse in each case. Only one case 
has become chronic whether from a psychologic cause 
or otherwise, it is difficult to assess. All these cases are 
under observation. In some a second count has shown 
only a marked diminution. Future events will show 
the relapse ratio. As far as present knowledge is 
concerned, prognosis is always good and the patient 
can be assured of relief. 


omplicati Amir Chand and Gupta (1947) 
have reported a case with marked melena which 
almost cost the patient his life. The cause of this can- 
not be given. This is reported to caution the practi- 
tioner to remember this as a complication which is 
unusual and also one of the causes of melena. No 
complication has been noted in this series. 


Conclusion.—The disease is more common than 
it is thought to be. The causation is not known. The 
treatment is very simple and effective. The present 


‘series reported have given some new points in family 


history, incidence, familial heredity and symptomato- 
logy. Future workers will be able to define the etio- 
logy of the disease and its prevention. ~ ~—— 

Suggestions for future work.—Having had some 
experience, the author has been unable so far to give 
a more detailed description of the different aspects of 
the disease. The following suggestions are made with 
regard to future work: 

1. A detailed family history is to be recorded in 
every case to find out allergic conditions, familial inci- 
dence and other aspects of heredity. 

2. A detailed personal history of previous diseases 
suffered by the patient to find out the influence of such 
disease is to be recorded. 

3. Environmental conditions of each patient is to 
be recorded. 

4. A detailed record of symptoms and signs has 
to be maintained. 

5. Investigations of different aspects of the blood 
and other laboratory investigations such as blood and 
sputum cultures have to be carried out. 

6. Work of Dr. I. G. K. Menon of inoculation 
experiments of the blood from these patients to find out 
the causation and all allied investigations may give 
fruitful results. 

7. Above all, the field worker that is the indepen- 
dent medical practitioner who has all the facilities to 
observe, record and follow up cases, and the laboratory 
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worker must join hands in the investigations not only 
of this entity but also in the investigations of diseases 
which have yet to be worked out. 

The author has always been of opinion that in our 
country the co-operation between the field worker and 
the laboratory worker is essential. Mutual co-opera- 
tion and co-ordination between workers in different 
fields can achieve results. Problems there are in plenty 
to be solved. Any amount of clinical material is avail- 
able. Workers are there. It is only recording of the 
observations by the field worker, investigations by the 
laboratory worker and a review with co-ordination of 
the results by both that is required. The author ap- 
peals with all the earnestness that he can command, 
as he always has been doing ever since the inception of 
the Medical Associations, for mutual help and co-opera- 
tion between all sections of workers. It is to be 
earnesly hoped that this will be forthcoming in an 
ample measure in the future, so that our country may 
be placed on par with the advanced countries, in 
giving the results of original investigations on hitherto 
unexplored problems. 


SUMMARY 


rt. A review of 74 cases of eosinophilia has been 
given in which 8 cases could not be reported. 

2. Eosinophilia in filariasis has been noted. 

3. An analysis of the family and personal histo- 
ries has been given of the 59 cases of lung syndrome 
of eosinophilia. 

4. The incidence under different headings have 
been given. 

5. The symptoms have been analysed and unusual 
ones noted. 

6. A discussion on the etiology with up-to-date 
literature available has been presented. 

7. Suggestions for future work which may yield 
fruitful results have been made. 
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CHLOROMYCETIN IN ENTERIC FEVER* 


B. B. BHATIA, M.p., M.R.c.P., 
Professor of Medicine, King George’s Medical College, 
Lucknow, 


AND 
R. K. BHARGAVA, m.p. 


The discovery of chloromycetin is an important 
milestone in the progress of medical science. It 
appears to be a step further towards the cure of typhoid 
fever—which has so long baffled all attempts in finding 
an effective therapeutic agent to produce a specific 
bactericidal action on the causative organisms of enteric 
fever. Experimental studies have shown that chloro- 
mycetin inhibits the growth of Eberthella typhosa. 

The clinical improvement and the complete trans- 
formation of the clinical picture in a few days can only 
be appreciated fully by clinicians, who had the previous 
experience of typhoid fever and had known their help- 
lessness in the past to arrest its protracted course. In 
this new antibiotic we have the specific cure of typhoid 
fever. 

The beneficial results obtained by the chloro- 
mycetin in typhoid fever by Woodward et al (1949) 
have been amply confirmed by a large number of 
workers. We have been able to give trial to this new 
antibiotic in only a small number of cases of typhoid 
and paratyphoid fever. The prohibitive price of the 
drug keeps it beyond the reach of the common man in 
our country. 


ANALYSIS OF THE CASES 


The diagnosis of cases treated with chloromycetin 
was established by blood culture or Widal test. Two 
cases of typhoid fever were treated on clinical diagnosis. 


Number of cases treated oo "ae 
Typhoid fever 
Paratyphoid fever es 2 


* Paper read at the XV U.P. State Medical Confer- 
ence, Moradabad. 
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Age—The age of patients treated with chloro- 
mycetin varied from 8 years to 30 years, average being 
years. 

Sex—Out of the 15 cases, 10 were males and 5 
females. 


Only two cases were inoculated with T.A.B. 
vaccine. There was history of contact in one only, 
her husband died of typhoid fever. 

Dose—No definite dose schedule was followed in 
this series of cases. But the patients can be classified 
into three groups according to the actual dosage em- 
ployed. 

Group 1—In this group, comprising of four cases, 
the drug was given in the dosage as recommended 
by Woodward et al. (loc. cit.) i.e., 50 mgm. per kg. 
body weight as the initial dose, followed by 0-25 gm. 
2-hourly, till the temperature came down to normal and 
a maintenance dose of 0-25 gm. every 4-6 hours till a 
total dose of 18 gms. was given. 

Group 2—Three cases were given chloromycetin in 
the following doses: 

05 gm. 3-hourly for first 24 hours (4 gms.). 

0-5 gm. 4-hourly on the second day (3 gms.). 

o’5 gm. 6-hourly for a variable period, as judged 
by the therapeutic response and more on the 
financial position of the patient. 

Group 3—In the remaining cases, more or less 

similar dose schedule was followed— 


0°25 gm. every 3-4 hours on the first day (1-5-2 
gm.). 


0°25 gm. every 4-6 hours, till the temperature 
came down to normal (I-I-5 gm.). 
0°25 gm. every 6-8 hours, for a variable period 
(I-0'75 gm.). 
Total dose—The total dose given in this series 
varied from 6-18 gms. 


With our observations limited to 15 cases of enteric 
fever, treated with chloromycetin, we cannot recom- 
mend any particular dose schedule. Limited supply 
and the poor financial condition of the patients had 
been our handicap, which did not permit us to stick to 
any particular dosage. 

Treatment was started in the first week in 3, in 
the second week in 4, in the third week in 3, in the 
fourth week in 2, in the sixth week in 2, and in the 
eighth week in 1. 


RESULTS 


The real value of the drug can only be assessed 
when it is started early in the disease (Bradley, 1949). 
Our number of cases is too small to throw much light 
on this point. All that we deduce is that, except where 
chloromycetin had no effect, it produced equally good 
results, irrespective of the stages when treatment was 
started. 
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Pyrexia—The average days of pyrexia, after the 
start of chloromycetin therapy was 4-3 days in the first 
week; 3°6 days in the second, 4:0 days in the third, 
and 3°3 days after the third week. This shows equally 
good response in all the weeks. 


The temperature chart is the main objective guide 
to the patient’s response to the treatment. On an 
average defervescence occurred rapidly and the 
temperature became normal in 72-96 hours. 


Our observation is that the chief effect of chloro- 
mycetin is on the temperature, which usually settles by 
rapid lysis but toxemia takes longer to disappear. We 
very commonly found that the temperature settled, but 
the patient continued to be in a ‘ typhoid state’ for 
another 12-18 hours, though in some with the fall of 
temperature, toxemia disappeared equally effectively 
and rapidly. In none of our cases was the effect more 
marked on the constitutional symptoms than the 
temperature. 

After starting the drug, nothing happened for 
24-36 hours. In two cases the range of temperature 
went higher and the general condition grew worse in 
the first 48 hours. After 36-48 hours, in nearly all the 
cases the temperature settled by rapid lysis and the 
toxemia gradually improved. 


The minimum time in which the temperature 
touched normal, in our cases, was 36 hours and maxi- 
mum 120 hours, average 62-4 hours. In four cases 
there was a secondary rise, the range was between 
g9°-100°F If settled, the next day in three, in the 
fourth it took three days to finally settle down. 


In two of our cases there was a rise of tempera- 
ture, without the return of symptoms and signs of the 
disease, after an afebrile period of 9 days. The range 
of temperature was lower and it touched normal in 
3 days and 5 days respectively. Treatment was started 
on the 7th day and 15th day, the total dose given was 
15 gm. each, covering apyrexial period of 6 and 7 days 
respectively. In one, relapse occurred. The cause of 
these small rises in temperature remained obscure. 

Duration of fever after the institution of chloromy- 
cetin therapy—The average duration of pyrexia, in this 
series, was 3°7 days, the shortest was 1-5 days and 
longest 5:5 days. 

Toxic effects—Chloromycetin seems to be non- 
toxic for all practical purposes (Murgatroyd, 1948; 
Shah, 1949; Vakil, 1949). 

In our series of 15 cases, toxic symptoms occurred 
in 7. The common ones were nausea, vomiting and 
anorexia. Retention of urine occurred in one. Transi- 
tory erythematous rash with slight itching appeared in 
one case. (Musotto, 1949 and Patel et al, 1949 refer 
to eczematous skin rashes). 

We came across peripheral vascular failure in two 
cases. It occurred after 48 hours in one, after she had 
been given 7 gms., while in the other it occurred after 
60 hours when 4 gms. of the drug had been given. 
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In the first case, the dose was reduced to one 
capsule 6 hourly, while in the other it was transitory 
and was overcome by stimulants. 


Complications—It has been shown by Woodward 
et al (loc. cit.) that chloromycetin does not prevent the 
occurrence of intestinal haemorrhage and perforation 
even in the afebrile period of the disease. Vakil (loc. 
cit.), Musotto (loc. cit.), Rankin et al (1950) and Ramli 
(1950) also came across such complications in their 
series. 

Intestinal hemorrhage occurred in one of our cases 
treated with chloromycetin on the 12th day of disease 
in the pyrexial phase, which proved fatal. 

In another case of paratyphoid fever treated with 
chloromycetin, pneumonia and peritonitis occurred on 
the third day of treatment, during the pyrexial phase, 
followed by empyema later on. 


Relapse—Relapse occurred in 3 cases (20 per cent), 
after an afebrile period of 15 days, 15 days and 20 days 
respectively, average 16-6 days. The duration of 
treatment was IIr-5 days, 1m days and 10 days, average 
10°5 days, the period of apyrexia covered by drug was 
6 days, 6 days and 7°5 days, average 6°5 days. The 
total dosage given were I5 gms., 14 gms., and 12 gms. 
respectively, average 13-6 gm. 

It is strange to note that relapse occurred in all 
the three cases, in whom the treatment was started in 
the first week and in which the duration of treatment 
was 10°5 days (average) covering 6°5 days (average) 
of apyrexia, longest periods over which drug was given 
in this series of cases. 

All the three, who relapsed were treated again with 
chloromycetin and responded equally well. The 
temperature settled in 108 hours, 96 hours and 48 hours 
respectively, average being 84 hours. 


The probable cause of relapse may be that the drug 
does not reach gall-bladder and intestinal contents in 
sufficient concentration and thus the bacilli which have 
survived during the main attack, when the body was 
freed from the chloromycetin, way was open for a fresh 
invasion by the bacilli from the intestine or gall- 
bladder. 

Perhaps we would have prevented the occurrence 
of relapses in our cases if treatment would have been 
continued further, and a higher total dose given. 


Two cases—one of paratyphoid A and the other of 
typhoid fever, who were treated with chloromycetin, 
did not show any drug-induced response. The treat- 
ment was started on the 15th and the 36th day of 
illness, the drug was given for 7-5 days and 7 days, 
with a total of 15 and 12 gms. respectively. It was 
discontinued as there was no response 


Two cases, clinically typhoid fever but negative 
bacteriologically, were treated with chloromycetin. 
They responded to chloromycetin in a similar manner 
as observed in positive cases. 
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NYDRAZID 


SQUIBB 
NEW ANT!I-TUBERCULOUS DRUG 


During intensive screening tests on several thousand com- 
pounds, carried out in the Spuibb Institute of Medical R®- 
eearch in the last few years, NYDRAZID (iso-Nicotinic Acid 
‘Hydrazide) showed considerable activity against tubercle 
bacilli. 


‘NYDRAZID has been subjected to extensive pharmacological 
investigation and later to clinical trials which indicated that 
‘the drug had,real promise in the treatment of tuberculosis. 


Initial supplies of NYDRAZID have been handed to the 
Ministry of Health,Govt. of India,who have begun clinical 
trials in this country so that a thorough scientific evaluation 
of the drug can be made as early as possible. Other trials are 
‘already in progress under leading clinicians in Indian hospitals. 


Plans for producing NYDRAZID commercially have been 
completed and supplies will be made available to the medical 
profession as soon as the early therapeutic expectation of the 
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DISCUSSION 


This brief paper has been presented in the hope 
that it will elicit discussion from the learned members 
of the profession. The points on which the experience 
of other members would be useful to give this drug its 
proper place in the fight against typhoid fever are 
the following :— 

1. The optimum dose and whether it should vary 
with the severity of the case and the day on which 
treatment is instituted or a uniform dose could be 
instituted in every case. 


2. Are there any dangers of giving big doses? 
3. Is it desirable to bring qown the temperature 


with quick lysis or gradual lysis extending over a 
period of 5-6 days? 


4. What could be done to prevent relapses—a 
longer course of the drug or the institution of T.A.B. 
vaccine in small doses during the period of con- 
valescence. 


These are some of the points which have been 
engaging our attention and the experience of other 
members would be most welcome and helpful to us.) 
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PRACTITIONERS’ CORNER 


INFECTIVE HEPATITIS* 
With an account of epidemic incidence in 
Nagpur, Madhya Pradesh 
P. N. PRADHAN, 
Nagpur 


INTRODUCTION 


Infective hepatitis was formerly known as catar- 
thal jaundice. It occured sporadically. Recently there 
has been a considerable increase in the incidence of the 
disease in India. During the last World War epidemic 


outbreaks of this disease were reported from the middle 
east. 


* Paper read at the Madhyapradesh Medical Conference 
on 14th November, 1950. 
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ETIOLOGY 


It is now accepted that infectious hepatitis is 
caused by a virus and is infectious; spread may occur 
by droplet infection from the nasopharynx and flies 
possibly carry the infection from excreta to food. It 
has been my experience that the incidence rises when 
flies are most abundant i.e., in the month of August 
and September in Nagpur. 


It is thus possibly a fly-borne disease as well. I 
have also noticed the spread of the disease from child 
to child when they play together—droplet infection. 


EPIDEMIOLOGY 


Infective hepatitis has been noticed all over India 
and it has been found in an epidemic form in Nagpur 
also. Misra reported its incidence in an epidemic form 
in U.P. in 1949. It is during the monsoon that the 
disease is most prevalent; of course, it can be found 
sporadically in other seasons as well. It was noticed 
in Nagpur in epidemic proportions in the latter half of 
the monsoon during the last two years. The ages 
varied widely i.e., from 1} to 30 years but most of my 
cases were in children and a few in adults. No cases 
occurred in extreme old age. The disease was pre- 
valent in the crowded areas of the city. Its incidence 
was less marked in the more open localities. The 
incubation period was 30-35 days. 


PATHOGENESIS 


The disease can be classed as toxipathic hepatitis 
(Himsworth, 1948). The pathological lesion in acute 
stage starts as a centrilobular necrosis of the liver. 
Within 2-3 days from the onset of symptoms the liver 
becomes enlarged and tender. In ordinary cases the 
symptoms of the infection soon subside, the enlarged 
liver decreases in size and the jaundice fades. Not all 
cases follow this simple course. In some, massive 
necrosis supervenes which either kills the patient or 
results in post-necrotic scarring of the liver. In severe 
fulminating cases massive necrosis of the liver takes 
place and a fatal result occurs within the first few days 
of illness. 


CLINICAL FEATURES 


1. Onset—Preicteric stage: The patient is in- 
disposed, has poor appetite, nausea and vomiting. The 
patient gets slight chill but no rigor; fever sets in, 
vomiting becomes more troublesome and marked and 
is sometimes an obstinate symptom. The patient com- 
plains of bad taste in the mouth, malaise and pain all 
over the body simulating dengue fever. 


Icteric stage: This stage is usually seen in about 
3-5 days after the onset. The eyes are first noticed to 
have a yellow colour in the white of the eye. The 
urine is yellow, the fever and vomiting continue and if 
the attack is severe, the patient may become drowsy 
and comatose. In mild cases the range of temperature 
is between ror° and 102°F; after 3 days it may come 
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down by crisis. The icteric stage may last for a 
period of 2 to 8 weeks. 


2. Physical signs—Positive physical signs in an 
average case are not many. Icterus and enlarged 
tender liver are important. The icterus may be light 
or deep. One of the most noteworthy physical signs is 
marked tenderness along the costal margin. Heavy 
percussion along this line may be painful. 


3. Laboratory tests—(a) Urine: Presence of 
urobilinogen in the early stage of the disease is of great 
importance. Ehrlich’s aldehyde reagent (solution of 
para-dimethyl-amido-benzaldehyde in concentrated 
HCl and water)—gives a port-wine colour to the 
urine. The tests for bile pigment, viz., Gmelin’s test 
and Hay’s sulphur test for bile salt are positive in the 
height of the disease. ° 


(6) Broop: The total W.B.C. count may be 
normal or low. There is relative lymphocytosis. The 
E.S.R. is low or normal in the early stage and may 
increase in the later phase of the disease. Coagula- 
tion and bleeding times are normal in uncomplicated 
cases. van den Bergh’s test is biphasic. 


4. Clinical pictures in different forms—(a) ABoR- 
TIVE Type: The patient may have slight fever with 
chill, nausea and vomiting; he may have a tender and 
palpable liver; but the attack may not present any 
further development and subside in 3-4 days. When 
there is no known epidemic, these cases may be missed. 
Attacks of abortive type of infective hepatitis in infancy 
have been regarded by Sherlock as the probable etio- 
logic factor in infantile cirrhosis of the liver. 


(b) An AVERAGE Case: The clinical course of an 
average case is well-known and need not be described 
in detail (vide Case 4). 


(c) THe Futminatinc Type: It may start as an 
average case but may take a serious turn after 3-4 days 
with high temperature. The patient may be irritable 
and noisy and he may have convulsions or he may be 
quiet or comatose. Intense jaundice may supervene 
and the patient may die in cholemia (vide Case 1). 


(d) Cases Ascites IN ACUTE STAGE (Hims- 


worth, 1948): Some cases in the course of an epidemic 
of infective hepatitis may develop ascites within a few 
days or weeks of the onset of the disease. There is 
general anasarca. The patient looks seriously ill and 
is drowsy and apathetic. The condition may be due to 
(1) hypoproteinemia, (2) intrahepatic portal obstruc- 
tion due to swollen liver cells, or (3) failure to destroy 
the antidiuretic factor (Himsworth, 1948) (vide Case 3). 

In the case seen by me in a child which recovered 
completely, spontaneous diuresis set in within a week 
and the anasarca and ascites gradually subsided and 
the drowsiness disappeared. The child became lively 
and playful. 

Not all cases recover; those that die show massive 
necrosis of the liver at autopsy. 
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(e) Cases wiTtH HAEMORRHAGIC COMPLICATIONS : 
These are very rare and hemorrhage may occur in the 
form of hematuria, epistaxis, purpura, bleeding gums 
etc. (War Office Memoranda on Medical Diseases in 
the Tropical and Subtropical countries, 1946). Infec- 
tive hepatitis with jaundice and hematuria is to be 
differentiated from blackwater fever. In one case 
under my care (Case 2) the hematuria was dis- 
tressing and persisted for about a week in spite of the 
use of hemostatics, e.g., hemoplastin, calcium, vita- 
mins C and K. 

(f) Tae Sus-acute Type: This type may pass 
into a chronic state. The patient may have recurrent 
attacks of jaundice. The liver remains enlarged and 
hard. The spléen is enlarged. Liver function tests 
show failure of liver functions. A coarsely nodular 
liver is found at autopsy. These cases of chronic type 
of infective hepatitis are difficult to treat (vide Case 5). 


DIFFERENTIAL DIAGNOSIS 

Malaria (bilious remittant type) is difficult to dis- 
tinguish. Several blood films should be taken before 
malaria is excluded. The physician may have tried 
one or two injections of quinine. One of the simple 
physical signs, viz. a ‘marked tenderness along the 
costal margin of the liver’ which may even be markedly 
tender to percussion is characteristically present in 
infective hepatitis. 

Obstructive type of jaundice or surgical jaundice— 
The urine should be tested for urobilinogen which is 
strongly positive in infective hepatitis in early stages 
and is negative in obstructive jaundice. 

Amabic hepatitis and jaundice have to be differen- 
tiated from sub-acute state of infective hepatitis. 


The fulminating cases in the early stage may 
simulate cerebral malaria, black water fever and 
spirochaetosis ictero-hamorrhagia. 

Two types of conditions showing a viral inflamma- 
tion of the liver and jaundice are now considered akin 
to infective hepatitis and need differentiation from 
infective hepatitis. These are (1) post-arsenical jaun- 
dice (ii) homologous serum jaundice. — 

During the second World War a number of cases 
of post-arsenical jaundice were noticed. These were at 
first thought to be due to injyrious effect of arsenic on 
the liver cells. Authoritative explanation (War Office 
Memoranda on Medical Diseases in Tropical and Sub- 
tropical countries, 1946), now given is that these cases 
were due to imperfectly sterilised syringes or needles. 
Accordingly, special precautions were taken to sterilize 
these between two injections and it was found that the 
incidence markedly diminished. 

Post-arsenical jaundice simulates infective hepatitis. 
The onset is insidious but the course is prolonged and 
severe and complications more frequent. Mortality is 
higher than in infective hepatitis. 

Homologous serum jaundice was noticed after the 
injection of products containing human serum, ¢.g., 
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yellow fever vaccine (Manson, 1946) of immune serum 
of mumps or measles or transfusion of blood and dried 
plasma. Incubation period in yellow fever vaccine 
jaundice is 60-90 days. It was either due to infective 
hepatitis virus or some other icterogenic agent present 
in the serum. When serum was eliminated in the 
manufacture no further cases were recorded. In serum 
jaundice the risk is greater in pooled sera than in fresh 
blood. In healthy but icterogenic donor the growth of 
the icterogenic agent is arrested by neutralizing sub- 
stances which are diluted in pooling. Therefore, a 
trace of virus from a pooled serum is more dangerous 
than a pint of blood from transfusion. These viruses 
are still under investigation and it is not yet known 
whether they are the same as causing infective hepatitis 
as incubation period in these is different. 

Spirochztal jaundice is rare in India and can be 
recognised by leucocytosis and isolation of the organism. 


PROGNOSIS 


Mortality reported is about 8 per cent. In the 
average case the prognosis is good and recovery is the 
tule. The subacute cases linger on and the fulminating 
die. 

PROPHYLAXIS 

Prophylaxis consists of (i) isolation and (ti) preven- 
tion of contamination of water and food by the excreta 
of the diseased. Droplet infection being possible, isola- 
tion of contacts from the crowded localities should be 
enforced during the epidemic period. Possibility of 
flies as carriers should be borne in mind and rigid care 
of the disposal of the excreta of the diseased should be 
taken. Water-borne infection can only be prevented 
by protecting the water supply from contamination with 
feces and urine of the diseased. 


TREATMENT 

As there is no specific treatment all cases were 
treated symptomatically. Specific treatment with 
aureomycin has been suggested and reports of its 
usefulness are awaited. 

A resume of the indications for treatment are given 
below: 

1. To prevent progression of the disease process 
in the liver—Rest in bed should be enforced till all 
signs and symptoms of active disease, viz., fever, 
icterus and tenderness in the liver have subsided. A 
convalescence of 2-4 months should be allowed to 
facilitate recovery. 

2. To prevent multiplication of the virus—So far 
no drug has been found to be a specific and medicinal 
treatment has been symptomatic. Aureomycin has 
been reported by some to be of use in the early stages 
of the disease (vide Case 6). 

3. Protection of the liver cells from further 
damage—The liver cells should be enriched with 
glycogen to resist toxic effects of the virus and hence 
high carbohydrate diet is essential. Intravenous glucose 
25 per cent 50-100 c.c. and 10-20 units of insulin 
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subcutaneously have been found to be of great use in tion against leptospira—Ep., J. Indian M. A. 
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the disease. Essential aminoacids (methionine) afford 
protection to the liver cells from fatty infiltration and 
hence a high protein diet (rich in essential amino acids) 


is necessary. It is reported that plasma protein or 
soluble proteins e.g., gamma globin intravenously 
may help in fulminating cases where hypoproteinemia 
develops as a result of hepatic failure. 

4. Symptomatic treatment--Nausea and vomiting 
are troublesome symptoms and calomel in fractional 
doses or gastric sedatives, e.g., bismuth may help. 
Few drops of adrenaline on ice are worth a trial. Con- 
stipation should be relieved by a simple saline but 
routine use of purgatives is not necessary. Counter- 
irritants on the liver, e.g., mustard plaster or application 
of antiflamin are helpful for epigastric pain due to 
hepatitis. For irritability and convulsions barbiturates 
or paraldehyde rectally of 1-2 c.c. I.M. are helpful. 


5. Treatment of sub-acute cases: This is rather 
difficult. Choline, methionine are useful in chronic 
cases, as “‘ lipotropes,’’ and diet rich in proteins and 
carbohydrates should be persisted for a long time. 

6. Treatment of fulminating cases—Outlook is not 
hopeful and treatment unsatisfactory. I. V. proteins 
(gamma globulin) and glucose may be tried. 


ILLustraTive Case REPoRTS 


Case 1.—School master, aged 40 years, came to the clinic 
with the previous history of diarrhoea and indigestion for which 
treatment was started with bismuth. Four to five days later 
he came with additional complaints of feverishness and yellow- 
ness in the eyes. Temperature ranged between 100° and 
1o1°F. The icteric tinge and diarrhoea with fever continued 
for about a week. The urine showed bile pigments and bile 
salts. Stools were white and fatty. The liver and the spleen 
were enlarged. After about ten days the temperature rose 
to 105°F and this high temperature persisted. The patient 
became drowsy due to cholamia and was delirious. 100 c.c. 
of 25% glucose I.V. were continued. Fever did not show 
any sign of abatement. His condition worsened and he died 
within a week (fulminating type). 

Case 2.—Anglo-Indian boy, aged 17 years, had attacks 
of fever with rigor, the range of temperature being 99° to 
105°F. Heart, lungs N.A.D. The liver and spleen were 
palpable. No icterus. Blood examination revealed no mala- 
ria parasites. The case was provisionally diagnosed as 
malaria and two injections of quinine bihydrochloride gr. 5, 
were given intramuscularly. Quinine by mouth, gr. 4, 
thrice daily, for four days was also given. On the fourth 
day he was seen to have developed jaundice and the liver 
was tender and markedly enlarged. Lungs and heart—N.A.D. 
The temperature range was between roo° to 100-5°F. Three 
days later the patient suddenly started hematuria. The urine 
when examined under microscope showed free R.B.Cs. 
Hematuria was very distressing and persisted in spite of use 
of vitamin C and calcium gluconate and hemoplastin for a 
week. It stopped abruptly and the urine soon became free 
of R.B.Cs. The icterus in the eyes and body continued for 
three weeks and later on the boy made uneventful recovery* 
(Case with hxmaturia). 


* Blood serum should have been examined for agglutina- 
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Case 3—Male child, aged 5 years, was brought to the 
clinic for catarrhal symptoms (sore throat etc.). Tempera- 
ture was 100-5°F. History of fever 2-3 days with complaints 
of malaise and anorexia. He was given a diaphoretic mixture 
with tincture cinchona. At this time no icterus was seen 
and there was no enlargement of the liver. Lungs and heart 
—N.A.D. The patient was again brought after three days 
with the complaint of persistent vomiting. On examination 
the eyes were icteric, the liver was tender and markedly 
enlarged, lungs and heart—N.A.D. The child looked ill and 
apathetic. The father reported that the urine was high 
coloured, and the stools were whitish. None in the family 
had an attack of hepatitis. But the child came in contact 
with neighbour's child who was diagnosed as a case of infec- 
tive hepatitis in the previous week. Symptomatic treatment 
was started with bismuth and calomel. Child was again, 
brought to the clinic after four days with swelling on face, 
extremities, and ascites. Child was very drowsy and disin- 
clined to get up from bed. Intense jaundice was present. 
Urine examination showed bile salt and bile pigment 
in abundance but albumen and casts were not present. 
No intravenous glucose could be given as the upper extremi- 
ties were swollen and the child was prescribed glucose and 
high protein diet orally. Aperients were also administered. 
Four days later ihe father of the child reported that the 
child passed copious urine in the night and was active and 
inclined to play. With the spontaneous diuresis the swelling 
n the face and extremities disappeared. The urine did not 
how albumen or casts: After this the child made unevent- 
ul recovery within a fortnight. Eyes cleared; stools regained 
atural colour; urine also cleared ; the liver was of normal 
ize with absence of tenderness. (Case with ascites). 


Case 4.—Hindu, male child, aged 4 years with history of 
vomiting, low temperature, restlessness and constipation for 
bout 3 days. No history of contact with a case of infective 
epatitis. 

On examination icterus seen in the eyes, the liver enlarged 
d tender, heart and lungsy N.A.D. Urine examined next 
ay. Urobilinogen, bile salts and pigments in fair quantities, 
ools white and fatty. 

The case was diagnosed as one of infective hepatitis and 
e treatment given was : mild salines, bismuth and calomel 
fractional doses. Milk diet and glucose were advised for 
ree days. After the cessation of vomiting he was put on 
normal diet, e.g., rice, roti and plain dal and milk, no condi- 
ments or fats were, however, allowed. 

The child made uneventful recovery in about four weeks. 
The size of the liver diminished and icterus disappeared, the 
urine cleared of bile salts and pigments. (Average case). 


Case 5.—S. K. D., aged 50, came with the history of 
loss of appetite, nausea and feverishness for about a week. 
Examination—icteric tinge in the eyes, furred tongue 
and constipation. Liver was markedly enlarged and tender ; 
spleen, heart, lungs—N.A.D.; urine—urobilinogen, bile salts 
and pigments in fair quantities, stools—white and fatty. 
The case was diagnosed as one of infective hepatitis and 
the treatment given was mild salines daily, glucdse I.V. 25 c.c. 
with vitamin C 100 mgm., once a day for a week and liver 
extract 2 c.c. daily in the following week ; and on alternate 
days in the 3rd week. 

He was also put on high protein diet—milk, liver soup 
and protinules in milk and glucose orally, one ounce per day 
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and sweets. Only high protein diet and high carbohydrate 
diet carried on for four weeks. No change of icterus in 
eyes. The liver continued to be enlarged and tender. No 
appetite or taste for food. 

Second month of treatment. Changed to acid N.M. dil. 
10 drops twice a day before meals. High protein diet with 
fish, meat, milk. Protinules with glucose in milk continued 
for four weeks further; he felt some appetite with acid 
N.M. dil. The icterus faded and the liver remained enlarged 
but the tenderness diminished. Urine contained urobilinogen 
and bile pigments and bile salts in traces. 

Third month of treatment—same treatment and ° diet 
a’ during the second month. 

Blood picture showed secondary type of anemia into 
R.B.C. 35,00,000 per cmm and Hb—65%. 

Urine report—no urobilinogen or bile salts or pigments 
present. 

Additional treatment—Liver extract injection 5 c.c. on 
alternate days for one week, and iron orally—ferri et ammon. 
citras 10 grains twice daily for a fortnight. Meonine 2 tablets 
twice a day (30 tablets). 

Fourth month of treatment—Acid N.M. dil. continued. 
Liver soup orally. Allowed his usual diet except condiments. 
Appetite fair. Liver felt enlarged by one finger in the epi- 
gastric space even after four months of the attack. The 
patient joined duty. In this case the acute stage continued 
for two months and subacute for two months. 

Case 6.—D.H. female child was brought to the clinic for 
vomiting and temperature. Had no liver enlargement. 
Symptomatic treatment was given. Two days later the father 
reported that the child had slight temperature in the night 
only. Following day the child was examined, had yellow 
eyes, enlarged liver, urine showed bile salts, had white stools. 
Advised aureomycin 1 capsule of 250 mgm. divided into 4 
parts 1 part every 1 hour. After three days of treatment 
yellowness of the eyes disappeared and the liver enlargement 
diminished. Night temperature also disappeared. Made un- 
eventful recovery within ten days. 
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OBSERVATION ON THE ANTIBACTERIAL 
PROPERTIES OF GARLIC* 


SHANTI PRAKASH GUPTA, .p., DIP. BACT. 
(LONDON), 


Depatment of Pathology, K. G. Medical College, 
Lucknow 


According to Chopra (1933) garlic has been said 
to be useful in many external infections and internal 
diseases. Tokin (1943) in his studies of phytoncides 
showed the antibacterial, ameebicidal and fungicidal 


* The work presented in this paper was carried out with 
a special grant from the Government of Uttar Pradesh. 
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properties of garlic and suggested its use as a therapeu- 
tic agent. By using alcohol and chloroform, Cavallito 
and Bailey (1944) and Rao (1946) isolated an anti- 
bacterial substance called allicin which is bacteriostatic 
in high dilutions. The use of allicin as a chemo- 
therapeutic agent is the subject for future study. The 
present work was directed to study the antibacterial 
properties of garlic with a view to determine the nature 
and usefulness of the antibacterial substances present 
in it. After removing the scales garlic was crushed 
and pressed in a small hand press and the liquid thus 
obtained was used as ‘“‘garlic juice’ in the following 
experiments. 


BACTERIOSTATIC ACTION OF GARLIC JUICE 


The inhibitory action of garlic juice on bacterial 
growth was tested by making double dilutions of Seitz 
filtered juice in 2 c.c. of peptone water (2 per cent) 
medium. A precipitate appeared in the tubes with 
higher concentration of garlic juice when this was added 
to peptone water for doubling the dilutions. This 
_ precipitate, however, quickly settled down leaving the 
supernatant fluid clear. A loopful of a 24 hours broth, 
culture of the organism to be tested was inoculated in 
the clear supernatant fluid of these tubes. The results 
were read after 24 hours’ incubation at 37°C. Incuba- 
tion under anaerobic conditions was necessary for 
organisms of the Clostridium group. The tube prior 
to the one which showed visible turbidity was taken 
as the end point of the bacteriostatic action. 


On account of the formation of precipitate, 
organisms (like some strains of hemolytic streptococci) 
which do not produce general turbidity and give a 
granular growth at the bottom could not be tested by 
this method. Hence the inhibitory effect of garlic 
juice on strains of hemolytic streptococci was tested 
by incorporating garlic juice in blood agar plates. The 
result of incorporation of garlic juice in liquid and 
solid media is shown below : 


TABLE I 
Garlic juice Concentration in % 
incorporated in found inhibitory for 
Staphylo. Hemolytic 
aureus strepto. 
2. Serum broth 5 
3. Nutrient agar 3 -- 
4- Blood agar 6 3 


Table 1 shows that a higher concentration of garlic 
juice was required to inhibit the growth of bacteria 
when it was tested in solid media and in the presence 
of blood. It may be mentioned that the bacteriostatic 
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activity of garlic juice varied only slightly in different 
experiments and the above figures are averages. No 
variation was observed in antibacterial properties of 
different specimens of garlic obtainable at different 
periods of the year. If pure garlic juice be taken as 
100 per cent, the concentration in which the fresh garlic 
juice was found inhibitory to the growth of some of the 
common organisms was found to be as follows— 


Organism Garlic Juice % 
Salmonella typhi 
Vibrio cholere 1-5 
Staphylococcus aureus 1-5 
Shigella dysenteriz ... 
Bacterium coli 30 
Streptococcus fzcalis 3:0 
Proteus vulgaris 3:0 
Pseudomonas pyocyaneus 8-0 
Corynebacterium diphtheriz 5:0 
Diphtheroids (from ulcers) 30 
Hemolytic streptococci 
Streptococcus pneumoniz 30 
Clostridium welchii 5 
Clostridium tetani 30 
Bacillus subtilis 30 


BACTERICIDAL ACTION 

For testing the bactericidal action garlic juice in 
varying concentrations was added to 24 hours’ broth 
cultures of the organisms and the culture bottle was 
left at room temperature for 24 hours. It was then 
tested for any viable organisms in a suitable liquid or 
solid medium. The lowest concentration of garlic juice 
in a culture which did not show any growth on sub- 
culture was taken to be bactericidal for the particular 
organism. 

On several occasions 24 hours’ broth cultures of 
Salmonella typhi, Vibrio cholerae, and Bacterium coli 
were rendered sterile by adding sufficient garlic juice 
to make a ro per cent concentration but the results of 
bactericidal action of garlic juice were not found to 
be consistent. A 10 per cent concentration sometimes 
failed to kill Salmonella typhi and failed on several 
occasions to kill Bacterium Coli. Staphylococcus 
aureus was not killed by 50 per cent though in some 
experiments even Io per cent was bactericidal. Coryne- 
bacterium diphtheria were killed by 50 per cent while 
other diphtheroids were not affected by this strength. 
Garlic juice was not found to kill the spores of Bacillus 
subtilis. 


SOLUBILITY OF ANTIBACTERIAL SUBSTANCE 


In order to study the solubility of the antibacterial 
material in garlic juice and to see if more of it could be 
dissolved out by water, crushed garlic was mixed with 
different quantities of water. The result of the anti- 
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bacterial activity of the different extracts is shown 
in Table 2. 


TABLE 2 
trength 
Yield in ~ 
Method ol. por —bactevio. 
oo gms gravity static for 
7 Staphylo. 
aureus 


1. Direct extraction of 
garlic juice go 1120 1-5 
2. Crushed garlic mixed 
with equal parts of 


water 580 1075 I°5 
2nd_ extraction of 

above with equal 

part of water 450 1035 3 
3rd extraction with 

equal part of water 500 1020 6 
Crushed garlic with 3 

times of water «+ 1,500 1030 3 


Table 2 shows that the water-soluble antibacterial 
bstances did not go totally in solution with first 
traction and were dissolved in later extraction or by 
ding more water initially. 

According to Cavallito (loc. cit.) and Rao (loc. 
it.) the antibacterial substance appears to be an oily 
aterial. An attempt was made to extract it by 
ressing a mixture of equal parts of til oil and crushed 
rlic and separating the oil by a separating . funnel. 
uble dilutions of a well-shaken oil in peptone water 
ere used. On standing the oil floated up and left a 
ear medium below. The results of the bacteriostatic 


d garlic and til oil equal parts—oil separated (I). 

ed garlic and oil from I oil separated (II). 

ed garlic and oil from II —oil separated (III). 
Crushed garlic and oil from III —oil separated (IV). 
Crushed garlic and oil from IV —oil separated (V). 
Crushed garlic and gaslic juice repeated 4 times as above (VI). 


TABLE 3 

Concn. (%) 

ed oil 

25 '+ - - - - - 
+ - - - - - - 
32 + i+ - - - - - 
+ - - - - 
+) [+ + 
‘+ "+ ‘+ + + 
+ ‘+ {+ ‘+ '+ ‘+ 
+ '+ + ‘+ i+ + 


Table 3 shows that the antibacterial substance 
from garlic can be dissolved out by oil. The concen- 
tration of active substance in oil reaches to twice the 
strength in pure garlic juice, but the concentration in 
garlic juice cannot be increased by treating it several 
times with fresh crushed garlic (column VI). The 
demonstration of inhibitory activity in peptone water 
medium below the oil shows that the antibacterial sub- 
stance is both oil and water soluble. 


VoLATILE ANTIBACTERIAL SUBSTANCES 


It is well known that garlic has some volatile sub- 
stances which can be felt by their action on the nose 
and eyes when the garlic is crushed. These volatile 
substances were also found to inhibit the growth of 
bacteria. When an inoculated plate without cover was 
kept in a closed jar along with garlic juice in a beaker, 
the growth was inhibited. A covered culture plate in 
the same jar showed bacterial growth. In a second 
experiment air was bubbled through garlic juice and 
this air was passed through distilled water. The latter 
acquired antibacterial properties. The garlic juice 
through which air has been bubbled, was then tested 
by the dilution method for any loss of antibacterial 
properties. No appreciable loss could be detected. 
The observations suggest that at least some of the anti- 
bacterial substances in garlic juice are volatile in nature. 


STABILITY OF ANTIBACTERIAL SUBSTANCES 


Throughout the course of our experiments it was 
noted that with storage the antibacterial properties of 
garlic juice deteriorated. The following observations 
were made on the stability of the antibacterial proper- 
ties of garlic juice at room temperature and in the 
refrigerator at 10°C. 


TABLE 4 


Refrigerated at 10°C At Room Temperature 


~ es 

1-2 1-2 1-2 1-2 

1-2 1-2 1-2 1-2 

2 1-2 Oo 50 75 5:0 

3 1-2 1-2 12°5 90 12°5 

4 1-5 20 1-5 20 12°5 90 12°5 

9 sg 20 I-5 20 25-0 95 25-0 

2-5 50 2:5 50 96 300 

12 5°0 75 5° 75 40°0 97 40-0 

13 6-2 80 6-2 80 50-0 97 50-0 

14 6-2 80 6-2 80 = — — 

16 12-5 90 42-5 90 =e om 

19 50-0 97 50-0 97 — — 
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ANTIBACTERIAL PROPERTIES OF GARLIC 


Table 4 shows that the bacteriostatic activity 
deteriorated on keeping in spite of the fact that the 
garlic juice was kept in airtight bottle. At room 
temperature it kept its antibacterial activity for about 
ten days and then it gradually became less and less and 
after three months it had lost all its bacteriostatic 
action. In the refrigerator at 10°C it kept its activity 
for two months and then the activity gradually de- 
creased till it was completely inactive in five months. 
It is perhaps because of this loss of activity that bottled 
garlic preparations, like Allisatin (Sandoz) and Garlicyl 
(T.C.F.) which we tested by the above mentioned 
methods, did not show any antibacterial activity. 
According to Stoll the active but unstable allicin is 
produced from the inactive and stable allicin by alli- 


cinase on crushing. 
Errect OF HEATING 


Garlic juice was boiled for a variable period and 
was autoclaved. It was then tested for its bacterio- 
static action on Staphlococcus aureus. 


TABLE 5 


Boiled for 


++++4++ + 30 min. 


i+ 
+ 
i+ 


++ +44 1 | TO min. 
+++ +++ | 15 min. 
++ +++ + +15 min. 
> §-3 4 


Table 5 shows that the bacteriostatic activity of 
garlic juice was gradually destroyed on heating. Boil- 
ing for 30 minutes and autoclaving for 15 minutes at 
I5 pound pressure inactivated it completely. 


EFFECT OF ORGANIC MATTER 


Equal parts of a suspension of fresh fecal matter 
and garlic juice were kept for 30 minutes at room 
temperature and seitz filtered and tested for its bacte- 
riostatic action. 

TaBLe 6 


Garlic juice treated with 
faecal matter 


: 


dysenteria 
Vibrio 
cholera 
dysenteria 


Shigella 


1 1 Staphylo. 
aureus 
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Observation in Table 6 show that the antibacterial 
activity of garlic juice remained unaffected in the 
presence of organic matter like faces. 


ErFect OF ACIDS AND ALKALIES 
The pH of fresh garlic juice is 6-5. In order to 
test the action of acids on the antibacterial properties 
of garlic juice, 50 c.c. garlic juice was diluted with 
20 c.c. N/10 HCl and kept for } hour at room tempera- 
ture. Its pH was then restored to 65 with NaOH 
before testing. 


TABLE 7 


Garlic juice treated with 
Hcl 

Garlic Vibrio Staph. 

juice % cholera aureus 
3°25 
1-6 - - 
0-8 - + - 
+ + 


Garlic juice untreated 


Vibrio Stapi.. 
cholera aureus 


Table 7 shows that dilute hydrochloric acid 
no action on the antibacterial activity of garlic jui@. 
When a similar experiment was repeated with N/ 
NaOH it was observed that the bacteriostatic acti 
deteriorated to about 50 per cent during 30 minut 
However, no loss of bacteriostatic action on stap 
lococcus aureus was observed if the pH was adjus 
to 7°4. 

SUMMARY AND CONCLUSIONS 

1. Garlic juice (fluid pressed out from 
garlic) exerts a bactoriostatic action on most of 
common bacteria. 

2. The bactericidal action of garlic juice 
common bacteria is not consistent. 

3. Experiments suggest that there are at 
two antibacterial substances in garlic juice. One 
volatile and the other is water and oil soluble. 

4. The antibacterial properties of garlic deterio- 
rate on keeping, by heating and in the presence of alka- 
lies. Deterioration is much lower when stored at 
10°C. Acids and organic matter do not affect ‘it. 
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PUBLIC ‘HEALTH 


TEN YEARS’ EXPERIENCE OF THE 
SUCCESSFUL WORKING OF THE FIRST 
HEALTH INSURANCE SCHEME 
AMONGST INDIAN FACTORY 
WORKERS* 


M. A. RIZVI, 
AND 
M. N. RAO 


Bata Shoe Company Limited, Batanagar and Section 
of Physiological and Industrial Hygiene, All-India 
Institute of Hygiene and Public Health, Calcutta 


As early as 1933, the Bata Shoe Factory at Kon- 
nagar introduced a scheme of Group Insurance for the 
staff of the Bata Shoe Company comprising 400 mem- 


bers, including a few Czech Officers, under the able 
guidance and management of Dr. Ahmad, the Chief 
Medical Officer of the Factory. The latter had an ex- 
perience of the working of a similar organisation at 
Zlin in Czechoslovakia. In the initial stages, the choice 
to join the scheme was voluntary and a special permis- 
sion had to be taken from the Government to deduct 
the contribution of the workers from their salaries. The 
scheme became increasingly popular because of the 
various benefits offered to the workers, and by 1939 
practically every one of the workers became a member 
of the society. Since then, the society has grown 
popular and been progressing very satisfactorily. 
The worker gets free treatment either as an in-patient 
in hospital or as an out-patient. In addition, he gets 
cash benefit for sickness against a normal contribution. 


Table 1 gives a composite picture of the income 
and expenditure during the ten years 1939-48. 


TaBLE 1—INCOME AND EXPENDITURE OF THE BATA Workers’ SickNESS BENEFIT SOCIETY FOR THE TEN-YEAR 
PEeRiop 1939-48 
(Figures in columns 3-9 are expressed to the nearest hundred rupees) 


Main Items of Income 
Contribu- Contribu- Miscella- 
tion from tion from neous 
company members income 

3 
Rs. 
13,800 

57,400 

38,200 

95,700 

70,800 
I,01,100 
1,02,700 
1,82,500 
1,98,900 
I,24,000 


5 
Rs. 
1,000 
2,000 
3,100 
7,600 
9,500 
9,500 
8,500 
8,600 


4 
Rs. 
18,400 
27,200 
38,200 
50,100 
64,300 
92,500 
1,08,900 
1,13,900 
1,60, 300 1,400 
1,134,300 1,800 


1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 
1948 


Main Items of Expenditure 
Salaries Medicine and a 
to sick medicinal — 
members charges 
7 8 
Rs. Rs. 
4,600 5,900 
9,700 6,300 
15,300 10,800 
25,300 25,100 
27,300 31,900 
47,200 35,400 
57,900 41,600 
I,70,300 56,100 
1,78,600 50,400 
3,400 60,500 


Salaries to 
doctor and 


Contributions—As can be seen from Table 1, ex- 
cept for two years, 1939 and 1945 the company has 
all along contributed more than the workers. The rates 
of contribution by the workers have, however, under- 
gone some change during this period, as shown in 
Table 2. 

TaBLe 2—TuHe CHANGE IN THE SCALE OF THE CONTRIBUTION 
By Workers To Bata Workers’ SICKNESS 
Benerit Society 


Weekly 
contribution 


Weekly 
contribution 


Weekly salary 
of the worker 


7/- or less 
7/1/- to 10/- 
10/1/- to 15/- 
15/1/- to 20/- 
20/1/- to 30/- 
30/1/- to 50/- 
50/1/- to 
1roo/1/- and above 


It will be noted from Table 2 that two healthy and 
welcome changes in the contributions of the workers 
have been effected during! these ten years, viz., (1) 
reduction in the contribution of the workers drawing 
Rs. 20/- to 50/- per week, and (2) increase in the 
contribution of the workers getting more than Rs. 100/- 
per week. Thus the middle class income group is now 
being taxed less and the higher income groups more, 
with benefits remaining equal for all. . 


Management of the Society—The management of 
the society was originally vested with the company 
itself. The Board of Trustees was composed of five 
members namely, the Managing Director, the Chief 
Medical Officer, the Chief Accountant, the Chief Secre- 
tary and the Chairman of the Board of Directors. 
With the progress of the society the workers demanded 
increasingly greater share in the management and to- 
day there are eight members in the managing com- 
mittee, 4 nominated by the company and four elected 
(? or nominated) by the members of the Mazdoor 
Union. The chairman is always nominated by the 
Company and the Vice-Chairman by the Union. Of 


4 
. 
2 
: 
| 
Rs. im 
1939 3,697 19,300 
5.368 21,300 
6,698 51,400 
83,000 
7/424 87,000 
7,502 77,700 
4 
to the fund in 1948 
aie in 1939 
~ Rs. A. P. Rs. A. P. 4 
Nil 5 
200 
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HEALTH INSURANCE 


the two Joint Secretaries, one is from the Company 
and the other is from the Union. 


The Society seems to be very popular because 
everyone of the workers is a member and the total 
membership runs to approximately 7,500. Of course 
Clause 5(b) of the Rules is to some extent respon- 
sible for the constancy of the membership. It says, 
“No employee who has once exercised the option 
of becoming and has been enlisted as a member shall 
be permitted to resign from the membership of the 
Society whilst he shall be in-the service of the Com- 
pany. Clause 5(c) in addition states,’’ Any member 
of the Society ceasing for any reason whatsoever to be 
in the service of the Company shall thereupon cease to 
be a member of the Society.’’ 


Benefits—The various benefits offered initially and 
their later conditions are of interest. The medical 
benefit consisted of free medicines to the worker and 
his family (wife and children) and medical attendence 
at home in an urgent case for himself and his family 
if he were to be living in the factory compound or in 
the Nungi village situated within one mile of the 
factory. The cash benefit was conditional and the 
provision was as follows : “‘In case of sickness, duly 
certified as hereinafter provided, of members who have 
completed one year’s continuous service under the 
Company, the Society at its discretion will extend a 
further help to such deserving member in the shape of 
contribution up to a maximum limit in a year to half of 
the respective member’s average salary or wage for 14 
days’’—Clause 16(d). For the purpose of this Rule 16(d) 
certification of sickness is of paramount importance. 
“Sickness or illness of a member was not to be deemed 
to commence unless he is rendered incapable of doing 
work duly certified by the Medical Officer of the 
Society or in case of members residing out of the Com- 
pany’s colony in Batanagar or Nungi village, a certi- 
ficate of a registered medical practitioner duly counter- 
signed by the Chief Medical Officer of the Society.’’ 


The significance of clause No. 16 has been realised 
by experience of the Company a few years later. 
After five years of successful working of the registered 
society the Chief Medical Officer aptly concludes in his 
Annual Report of 1944 that “in a Health Insurance 
Scheme such as ours or as it exists in other countries 
like England, medical certification is the crux of the 
whole thing—the solvency of the fund would depend 
on correct certification.’’ The following table brings 
to light the increasing difficulties surmounted for pay- 
ment of the cash benefit. 


The total contribution to the Sickness Benefit 
Scheme in any year either from the management or the 
employees or miscellaneous income is taken as equi- 
valent to one rupee in Table 3. A gradually increasing 
cost of cash benefit, as seen from Table 3, might have 
been due either to a gradually deteriorating health of 
the insured workers or increasing demand of cash 
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benefits from an otherwise healthy community. Sick- 
ness records during the years, however, do not indicate 
a proportional deterioration. 


TaBLe 3—SHOWING THE Cost or Casu BENEFIT FoR EVERY 
Rupee Expenpep By THE Sickness Benerit Society 


oR OM Ow 


oo 


Since 1947 the Company has deleted Rule 16(d). 
Because of the increasing amount of the sickness salary 
claimed by the workers, the management has given 
up cash benefits payments from the Society but has 
taken up on itself the responsibility of payment of the 
claims of cash benefits. To prevent absence from work 
on assumed grounds of sickness, however, the Company 
gives an additional incentive with two weeks’ cash 
benefit which is paid irrespective of his getting sick. 

All the workers in the factory are insured against 
accidents with a private insurance company and the 
insurance premia are paid by the Company itself. It 
is nota charge therefore on the Sickness Benefit Society. 


INTERESTING STATISTICS 


A. Pre-employinent examinations—The pre-em- 
ployment examinations are done as a routine and it is 
of interest to note that the medical organisation has got 
five standards, standards AA, A, B, C and D. 


AA stands for Very much above average “‘ a picture 


of health.”’ 


A stands for . Above average. 


B stands for . Average. 


Below average—Not recommended 
(The Company can employ the 
candidate at its own responsibi- 
lity). 


Not recommended (suffering from 
some active disease). (The Com- 
pany must not employ the candi- 
date). 


C stands for 


D stands for 


Table 4, which follows, gives an idea of the type of 
working population that gets recruited in Bengal, if 
Bata Shoe Company is taken as a typical industry. 


— 435 — 


JOURNAL 
Year P. 
2 
: 
f 
| 


JOURNAL 
1. M. A. 


VOL. XXI. NO. I0 


RIZVI AND RAO JULY, 1952 


TaBLE 4—SHOWING THE CLASSIFICATION OF ENTRANTS TO THE Bata SHOE Factory AT THE PRE-EMPLOYMENT 


EXAMINATION 
39/40 40/41 41/42 42/43 44145 45/46 46/47 47/48 

AA 2 2 38 ° 3 88 34 38 
A 69 88 41 257 one 
B 1394 2908 3945 4470 3972 3733 1148 554 
Cc 330 ee 1016 853 608 398 110 92 
D aI 100 27 61 41 23 oon 

ToTaL ... 1816 3579 5026 5425 4881 4242 1292 684 


It is seen therefore that during these eight years 
2°45 per cent of the applicants for jobs are above 
average and 82-1 per cent average. 

B. Sickness—An excellent record is maintained 
of the various diseases for which the workers come to 
outdoor dispensary. The following is a table of a 
typical year’s data. In 1940 there were 17,571 new 
patients and 24,703 old patients. The various diseases 
are enumerated below : 


TABLE 5—INDICATING THE SICKNESS INCIDENCES AMONGST 
17,571 PaTIENTS ATTENDING THE OUTPATIENT CLINIC 
For THE First Visit oF AN ILLNESS 


Diseases Percentage 
Respiratory 
Eye one 7°3 
Ear “ac 
Nose jes 2-9 
Exanthematous fevers 1°5 
Neuralgia and rheumatic fever ... 
Malaria ace 2-8 
Filaria and lymphangitis one we 0-4 
Venereal 0-6 
Vitamin deficiency 0-6 
Others... ove 0-5 


C. Accidents—In a typical year (1944), there 
were 2707 accidents ; 27 of them were serious and 
reportable, 771 slight and reportable and 1909 non- 
reportable. 

D. Hospital—It is interesting to note that the 
Bata Hospital was started earlier than the registration 
of the Society. On 18th of June 1938, the Bata 
Hospital started with Bartosova ward of eight beds. 
By 1944 there were 26 beds and by 1950 50 beds. 
It is regretted, however, that the scheme of 100-bedded 
hospital by the management had to be dropped due 
to extraneous influences. It is, however, interesting 
to note that the contributions from workers of about 
half an anna per day and about an equal contribution 


from the Company are now fairly adequate to cover 
up, in addition to other expenses, the hospital diet also, 
e.g., one anna of every rupee of the fund goes towards 
hospital diet in 1948 whereas in 1939 it was only 
Re. 0-0-5. 


E. Public Health—In 1939 when the Society was 
first started, the Health Officer of the staff was paid 
from the Society’s fund. From the next year onwards, 
the cost of services and equipment for Public Health 
Organisation, as a part of Industrial Medicine, is being 
wholly borne by the management of the Company. 
Approximately, the annual cost of the Public Health 
expenditure to-day works out to Rs. 18-94 per capita 
of the population housed in Batanagar compounds. 


F. Cost of other benefits—The medical officer’s 
report for the year 1944 gives an idea of the cost of 
some of the benefits. ‘‘Every time a member comes 
to see a doctor and takes medicine, it costs us Rs. 1-32. 
In addition to medical treatment we have been paying 
sick leave salary and as sick pay we have paid an 
average of Rs. 5°56 per employee per year. The total 
cost of our services inclusive of sick leave salary works 
out at an average of Rs 19:45 per employee per year. 
The contribution made by the employees comes to 
Rs. 11-39 per head per year or about half an anna per 
day and Company’s contribution of an equivalent 
amount exclusive of the occasional lump sum contribu- 
tion from the Company. 


SUMMARY 


The Bata Workers’ Sickness Benefit Society is one 
of the earliest Health Insurance institutions in India for 
industrial workers. It has been successfully working 
for ten years and the experiences are summarised. 
The worker contributes about half an anna per day and 
the Company contributes the same amount and as such 
the worker gets free medical benefit, hospital facilities 
and cash benefit in case of sickness. 
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CASE NOTES 


BONE IN THE PENIS 
T. K. SUBRAMANIAM, (capt.) 
Coimbatore 


On 11th February, 1952, Mr. P. J. (Europeon), 49 years 
old, came to me for consultation with the complaint that his 
penis while erect arches backwards, the tip touching the 
anterior abdominal wall for the last four months. With the 
present angle of the erect penis he is unable to perform the 
sexual act. 


20 years back patient’s penis was hit on the dorsum by 
a tennis ball. He had difficulty in passing urine from the 
time of the accident for about three weeks. He had a 
haematoma over the area which was opened two weeks later. 
The scar of the incision is on the abdominal wall, 2} inchs 
to the right of the pubis. 


Clinical findings: Patient is well-nourished and normal. 
Penis is of normal size and shape. On palpation the dorsum 
of the penis from the pubis up to about 3 inches in length 
and half an inch in breadth involving the middle line and 
} inch lateral to it on both sides, is very hard to the feel— 
feels harder than cartilage. Unusual stiff feeling on the 
middle line from the pubis downwards for a length of 2} 
inches. No pain or tenderness except on the lateral sides of 
the distal 1 inch of the area. Skiagrams of the part—both 
anteroposterior and lateral views—were taken. Both showed 
markings of bone 1} inches by § inch. (Figs. 1 and 2, vide 
Plate). 

Treatment: The patient was admitted in a local Surgi 
cal Nursing Home where a transverse skin incision 2 inches 
long was made at the .root of the penis, under low spinal 
anesthesia. A longitudinal incision 2 inches long was made 
on the deep fascia, uncovered layers of fibrous tissue were 
dissected out which exposed the whole hard area, which was 
removed in one piece. Posterior to the hard area there was 
a plexus of veins which started to bleed. All bleeding vessels 
were ligatured, and the wound was closed up in layers. The 
patient had an uneventful recovery. 

Description of the piece of bone removed:—On dis- 
section of the hard mass removed at the operation a long 
straight bone with a wide base at the pubic end—1} inches 
long and 1/to inch thick—was removed. The bone was 
covered with periosteum and was looked glistening. There 
were two more pieces of bone measuring }” by 3” in the centre 
of the lateral cartilaginous areas. 


DISCUSSION 


Myositis ossificans of the penis is very rare. The 
cause of the bone formation in this case is difficult to 
determine. But with the past history of a trauma, 
which gave rise to symptoms, this case of myesitis 
ossificans should be considered as traumatic. - 
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ACUTE HAEMORRHAGIC 
PANCREATITIS DUE TO ROUND WORM 


K. K. GHOSH, M.B., F.R.C.S. (ENG.), W.B.M.S., 


Department of Surgery, Presidency General Hospital, 
Calcutta 


The etiology of acute pancreatitis is still not 
certain. Various theories have been put forward, 
commonest of which relates acute pancreatitis to asso- 
ciated gall-bladder disease. It is difficult, however, to 
explain how a diseased gall-bladder may affect the 
pancreas, and several explanations have been offered. 
Regurgitation of bile from the common bile duct into 
the pancreatic duct as a result of obstruction at the 
duodenal opening of*the common channel has been 
accepted by many as a possible and suitable explanation. 
The obstruction may either be due to a stone impacted 
at the opening or due to a reflex spasm of the sphincter 
of Oddi, the result of cholecystitis or some other diges- 
tive disturbances. 

The following case-record supports this theory of 
regurgitation of bile as a result of obstruction of the 
duodenal opening of the common channel, the ob- 
structing agent, however, in this case is a round-worm. 


Case Report 


Patient A. H. aged 25, male, Muslim businessman was 
admitted to this hospital at 9-30 p.m. on 30-10-51 with the 
following complaints: 

(1) Absolute constipation for 2 days. 

(2) Vomiting since the day before (29-10-51). 

(3) Severe pains in the epigastrium with profuse perspira 
tion—since 4 days. The pain was colicky in nature at the 
start. 
On examination—Extremely ill patient; body and ex- 
tremities—cold and clammy; pulse—very feeble, 160 per 
minute; respiration—shallow and 44 per minute; temperature 
—o8°F (oral). 

Abdomen—distension + + and tympanitic; marked 
tenderness in the epigastric region which was resistant on 
pressure; liver-dulluess—present; no free fluid detected clini- 
cally; peristaltic sounds—very faintly recorded. 

Diminished breath sounds at both the bases of the lungs. 

At 1: p.m. the patient’s condition became worse inspite 
of usual resuscitating measures, the tenderness spreading al 
over the abdomen and pulse becoming imperceptible. 

A bluish stain was then noticed at the left lumbar region. 

The patient expired at 12-45 a.m.—i.e., within 3 hours 
of admission. 

A post-mortem examination was held the next morning 
and the following were found: 

Blood-stained fluid in the peritoneal cavity. 

The pancreas was hugely enlarged and acutely congestea 
with hemorrhagic areas distributed all over the gland. On 
opening the duodenum after taking it out along with the 
pancreas—one dead round-worm was found to be impacted 
into the common channel through the duodenal papilla 
(Figs. 1 and 2, vide Plate). 
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CASE NOTES 


The gall-bladder was found to be apparently normal and 
no stones were detected in the biliary passage. 

It will be seen from the above postmortem findings that 
there was an obstruction in the ampulla of Vater due to a 
round-worm and there was no disease of the gall-bladder and 
biliary passages and apparently the acute pancreatitis follow 
ed this obstruction causing regurgitation of bile into the 
pancreatic duct. 
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KARTAGENER’S SYNDROME WITH 
BRONCHOGENIC CARCINOMA 


B. D. BARUAH, M.B.B.s. (CAL.), 
Department of Pathology, 
AND 


M. V. CHARI, M.B.B.S. (RANGOON), M.R.C.P. (LOND.), 
D.T.M. & H. (ENG.), 


Department of Medicine, 
Assam Medical College and Hospital, Dibrugarh, Assam 


That more than a single congenital abnormality 
may occur in the same patient is a fact, that is well 
known to the clinicians. 


It was Siewart who in 1904 first noted the associa- 
tion of complete transposition of viscera with bronchiec- 
tasis in a 20 year old male patient. Later, brief case 
reports were published by Oeri (1909) and Guenther 
(1923). Kartagener in 1933 reported at first four cases, 
followed later by a further series of seven cases. This 
clinical condition-—transposition of viscera with bron- 
chiectasis—is now known as Kartagener’s syndrome. 
Within the next two or three years Kartagener’s 
syndrome became well-established as a clinical entity. 
Adams and Churchill in 1937 found that five of the 23 
cases of situs inversus totalis admitted to the Massachu- 
setts General Hospital had bronchiectasis of the upper 
respiratory passages palmonary zone. Olsen (1943) 
found that out of the 85 cases of dextrocardia admitted 
to the Mayo Clinic during a period of 27 years, 14 had 
bronchiectasis, ten of whom of the pulmonary zone. 


The case report presented here had complete trans- 
position of viscera (situs inversus totalis), bronchiec- 
tasis and primary bronchogenic carcinoma of the right 
* upper lobe of the lung. 


dase 


A Hindu, male, aged 52 years, was admitted on 27th 
April, 1950, with the history of productive cough and pain 
over the chest of one year’s duration. The cough increased 
at night. Expectoration was copious, tinged occasionally 
with blood. There was nothing of significance in the past 
or family history. 
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On examination—The patient appeared to be pale, 
emaciated and undernourished. There was a slight bulging 
over the right side of the chest anteriorly, with diminished 
respiratory movements. Vocal resonance and fremitus were 
impaired on the right side. Apex beat was visible at the 
5th interspace, } inch medial to the right midclavicular line. 
Situs inversus was demonstrated by the finding of cardiac 
dullness to the right of the sternum and liver dullness on the 
left side. Stomach resonance was on the right side. 

No tubercle bacilli were found in the sputum by direct 
or concentration methods. Smear examinations of the sputum 
by Papanicolaou technique revealed carcinoma cells in small 
irregular clusters. A skiagram of the chest (Fig 1, vide Plate) 
confirmed the transposition of viscera, and also revealed a 
dense homogeneous opacity involving the right upper zone. 
On bronchoscopic examination the right bronchus was found 
to be blocked by a growth. A diagnosis of bronchogenic 
carcinoma of the right lung was made. The patient died 
suddenly of hemoptysis on 5th August, 1950, and a post- 
mortem examination was made. 


Post-mortem findings—The right lung—firmly adherent, 
pleura greatly thickened, smaller in size and collapsed, had 
two lobes ; consistency in upper and middle parts hard. On 
sectioning, a cavity about 14 inches in diameter, lined by 
ragged necrotic tissue, was found in the middle of the upper 
lobe. The apex of the lung and the areas adjoining the cavity 
were grossly infiltrated. On dissection, the right bronchus 
showed a greyish-white, friable, papillomatous growth at a 
distance of about two inches from the bifurcation of the 
trachea (Fig 2, vide Plate). Bronchiectatic areas were seen 
towards the lower part (vide diagram). The hilar and 
tracheobronchial lymph glands were enlarged and hard. 


DIAGRAM TO SHOW POSITIONS OF THE VISCERA 
C—Carcinomatous area; B—Bronchiectatic area ; 
A & P—Anterior and posterior borders of the lungs 


The left lung had four lobes, superior, middle and an 
inferior lobe divided into two by a transverse fissure (Fig. 3, 
vide Plate). 
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Fic. I—Skiagram ef the chest showing dextro- 


lic. 2—Photo showing the carcinomatous (x) 
cardia and a dense homogereous opacity invol ‘ 

: area of the right lung. 
Ving the r.ght upper vore. 


1G. 3—Photo showing the 4 lobes of left lung & hic. 4—Photo shows the positions of the viscera 


hour-glass constriction of the stomach (above) in situ. Note the complete transposition 


BAKUA ANT) Citak t—Aartagener’s Syndrom: with Bronchogenic Carcinoma. 
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CASE NOTES 


The position of the heart and the blood vessels were 
completely reversed. The liver was on the left side and 
spleen on the right. 

Stomach—position reversed ; there was a congenital hour- 
glass constriction of the stomach (Fig. 3, vide Plate). The 
duodenum and the head of the pancreas were on the left, 
caecum and appendix in the left iliac fossa. 

Histopathological section from the bronchial growth 
showed it to be an anaplastic, oat-celled bronchogenic 
carcinoma. 

In short the abnormalities found were as follows : 

(i) Transposition of all viscera which were a mirrer- 
image of the normal. (Fig. 4, vide Plate). 

(ii) Bronchogenic carcinoma and bronchiectasis of the 

right upper lobe. 

(iii) Four lobes in the left lung and two in the right. 

(iv) Congenital hour-glass constriction of the stomach 

(vide diagram). 


DISCUSSION 


The four lobes of the left lung, the hour-glass 
stomach and transposition of viscera are examples of 
the purely coincidental association, confirming the 
statement, one congenital anomaly may mean another 
as well. The transposition of viscera is due to anomaly 
of rotation viz., reversed rotation (known as heterotaxis 
or mirror-imaging). This may be of different types— 


1. Simple dextrocardia; ; 


2. Transposition of aortic and pulmonary 
trunks; 

3. Situs inversus viscerum (i.e., complete or 
incomplete transposition of viscera includ- 
ing the heart). 


Andrews (1949) suggested that the bronchiectasis, 
especially in those cases which have no history of 
bronchial infection, may be due to congenital defects in 
the wall of the bronchioles. It is this developmental 
defect, which for some reason, not easily explainable, 
is associated with dextrocardia or situs inversus totalis, 
that is responsible for the clinical entity—Kartagener’s 
syndrome. But why this defect should be only in the 
upper pulmonary zone, which is the constant site of 
bronchiectasis in Kartagener’s syndrome, is still a 
mystery. Chronic infection is a potential predisposing 
cause of malignancy, probably as a result of epithelial 
metaplasia. The bronchogenic carcinoma in the case 
reported has probably originated from one of the dilated 
bronchioles due to the presence of infection -and 
irritation. 

SUMMARY 

The association of bronchiectasis and transposition 
of viscera is discussed. 

A case in which bronchiectasis, bronchogenic 
carcinoma and transposition of viscera occurred 
together is described. 
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The bronchiectasis is probably due to a congenital 
weakness in the walls of the bronchioles and the 
carcinoma due to the constant irritation set up by the 
infection. 
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SUBACUTE SUBDURAL HAEMATOMA 
B. RAMAMURTHI, M.s., F.R.C.S.E., 
Neurosurgical Unit, General Hospital, Madras 


In treating patients with acute injuries of the head, 
one of the important signs to be noted is the state of 
consciousness of the patient. A gradually increasing 
unconsciousness in a patient previously conscious, 
means an increasing compression of the brain and such 
increasing compression is commonly caused by hemor- 
rhage. As such hemorrhage can be treated by surgery, 
the importance of watching for signs of compression of 
the brain in a patient with head injury cannot be 
overemphasized. 


This hemorrhage may occur in the plane between 
the skull and the dura due to rupture of a meningeal 
vessel. This is called extradural hemorrhage and is 
not as common as subdural hemorrhage where the 
bleeding occurs in the plane deep to the dura, between 
the dura and the arachnoid. Subdural hemorrhage is 
due to rupture of venous channels that traverse the 
subdural space. 

Clinically, there are three types of subdural 
hemorrhage : 


a. Acute Subdural Hamorrhage—This occurs at 
the time of injury from torn veins. This is usually 
associated with serious intrinsic damage to the brain 
The clinical picture points more to brain damage than 
to brain compression. The patient is unconscious from 
the time of injury with increasing neurological signs, 
Surgery has little place in such a group. Rarely acute 
subdural hemorrhage alone may occur without brain 
injury and then it clinically resembles extradural 
hzmorthage. 

b. Chronic Subdural Hamatoma is at the other 
end of the scale. Here weeks, months or even years, 
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after an apparently trivial head injury, the patient 
develops gradually, headache and drowsiness. He gets 
inattentive. The degree of drowsiness fluctuates and 
incontinence of urine is a common finding. There are 
signs of increased intracranial pressure. The optic 
discs show cedema. In such a case, the original 
hemorrhage gets encapsulated and then slowly swells 
up and acts like a tumour. 


c. In between the above two is the Subacute 
type; here the time interval between the injury and the 
development of signs is short, about 7 to 10 days. 
Bad headaches and increasing drowsiness are the 
cardinal signs. Localising neurological signs may be 
few or absent. It is to be emphasized here that in 
all the above types, except the one with serious damage 
to the brain, a careful watch followed by timely and 
proper surgery will save many lives, almost from the 
brink of death. 


A case report is presented here of the subacute 
variety of subdural hemorrhage. 


Case REPorT 


R, male, aged 30, was admitted in early February 1951, 
in a state of semiconsciousness, with a history of having 
fallen from a ladder, a few hours earlier. * 


On admission, the patient was drowsy, but had no 
neurological abnormality. On the anterior aspect of his head, 
there was a laceration which was treated. He recovered 
normal consciousness in about 24 hours and continued to be 
normal for a week. Then he gradually again became drowsy, 
during the course of a few hours. This happened during the 
night and did not draw particular attertion~till the next 
morning, when the medical officer noticed his condition and 
suspected some secondary intracranial lesion and called the 
neurosurgeon. 


On examination, the patient was found unconscious, but 
he responded to deep painful stimuli. There was early 
papilledema in both the eyes. The left pupil was slightly 
larger than the right and did not react to light direct or 
consensual, while the right pupil was normal. 


On enquiry, the patient in the next bed volunteered the 
information that the patient had twitchings of the right 
upper arm. There were no other abnormality. 


The plantar reflex was flexor and all other reflexes could 
be elicited. 


The patient was diagnosed as having cerebral compres- 
sion due to a subacute subdural hematoma. Under local 
anzsthesia a burr hole was made in the left temporal region. 
The extradural space was clear. The dura was tense and 
blue. On incising the dura, dark venous blood squirted out 
for a distance of two feet. The hematoma was cleared by 
the use of a suction apparatus. The bone opening was 
enlarged all round after enlarging the skin incision. The 
bleeding seemed to have come from the region of the Sylvian 
fissure. After clearing this region of clots, gelfoam was 
applied and the wound was closed. By the time the bandages 
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were applied, the patient had recovered so much conscious- 
ness that he was able to tell his mame when asked. The 
subdural space was drained for 36 hours. 


The patient had a good post-operative recovery with no 
residual neurological lesion. On questioning he was com- 
pletely eblivious of the happenings above mentioned. 


COMMENT 


Recovery from these lesions is not usually as 
uneventful as in the above case, as the venous bleeding 
may persist. Hence drainage is essential. Whenever 
there is an injury to the head in the anteroposterior 
direction, one must be on the watch for subdural 
hematoma, as the chances of the veins rupturing in 
such a type of injury we are greater. Exploratory 
burr-holes under local anesthesia are often useful to 
find out and treat extracerebral hemorrhages..in head 
injuries and must be more frequently employed than 
at present. The dura must always be opened to 
exclude subdural hemorrhage. 


It may be noted that with a few more hours’ delay 
in recognising and treating the condition, this patient 
would have died. The need for a careful watch is 
imperative in cases of head injury. Considerations 
such as these, were the reasons for opening Head Injury 
Centres in the West. Specially in cities and industrial 
areas, where head injuries are common, it is advisable 
to group the cases of head injury in a place where 
neurological care and neurosurgical facilities will be 
available. In general wards, such careful attention 
over the clinical condition of the patients with injured 
heads, may not be possible. 


SUMMARY 


The importance of watching the state of conscious- 
ness in a patient with acute head injury is stressed. 


Subdural hemorrhages are classified and it is 
pointed out that timely recognition and proper surgery 
will save many valuable lives. 


A case report is presented of a patient who 
developed a subacute subdural hematoma, and recover- 
ed with surgical treatment. 
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DRUG MANUFACTURE IN INDIA 

The medical profession as well as the suffering 
public are rightly alarmed over the prevalence of 
spurious drugs in our country. The manufacturers of 
these “‘drugs’’ were so long satisfied in preparing 
imitations of certain popular proprietary medicines. 
But of late they have widened the scope of their busi- 
ness and have taken to manufacture faked sulpha drugs 
and antibiotics. These life-saving drugs of spurious 
quality have become a menace to the profession and 
the public and require immediate attention of the State. 
Besides the spurious drugs, the attention of all concern- 
ed should be drawn to the drugs which are manufac- 
tured by some firms who seem to care very little for 
the standard specification. These drugs are also 
injurious and not safe for administration. During the 
war, a large number of drug manufacturing companies 
cropped up owing to the fact that imports of medicines 
were restricted and the bigger manufacturers were 
over-occupied with war requirements. 


Approximately there are around Calcutta about 
150 licensed firms carrying on drug manufacture. 
Leaving aside the few well-known and _ reputable 
manufacturing houses, there is a large number of 
companies which are manufacturing products for com- 
mon maladies without having the prerequisite 
equipment essential for such undertakings. Besides 
fever mixtures, cough cures and general tonics, they 
have taken to manufacture of parenteral preparations 
like glucose solution for intravenous use, calcium gluco- 
nate, liver extracts and ampoules of alkaloids. 


These manufacturing houses are carrying on under 
conditions which can only be described as alarming. 
Thev have no properly qualified technical staff, the 
installations are inadequate and the fundamental tests 
for standard and control are not done even for 
parenteral preparations. The glucose solution for 
intravenous use is prepared with distilled water of 
questionable quality. Besides, factories in several in- 
stances are located in residential houses with no 
adequate security and safeguard. In some cases, 


domestic kitchens or tenements without even a pucca 
floor have been converted into laboratories. In others 
the floor space is inadequate, the layout crowded and 
the general hygienic condition appalling. Naturally 
the drugs manufactured in such environments have 
every chance of falling short of the requirements so far 
as purity, potency and standard are concerned. These 
firms also are not only a menace to the profession, but 
to the society at large, as the administration of drugs 
manufactured by them ruins the people physically as 
well as financially. These firms are also disgracing the 
honest and scrupulous manufacturers who are 
sincerely striving to maintain the standard quality of 
their products. 

The Chemical Manufacturers’ Association in their 
own interest should come forward and induce the 
government to weed them out. From the situation as 
it has developed, we must advise the government to 
apply the most rigid restraint in the matter of issuing 
licences to manufacturers. The licence should without 
exception be granted after a thorough inspection of 


\ the factory. Drugs are life-saving agents and no 


leniency in this matter is permissible. Inspectors 
should be appointed to conduct surprise visits to the 
manufacturing firms and examine if everything is going 
on well there. Besides, a panel of technical experts 
should be appointed to pay occasional visits to the 
manufacturing houses, to check the report of the 
inspectors as well as to suggest improvements to the 
company. 

Drug industry in India is still in its infancy. If 
mushroom manufacturers are not carefully weeded out, 
the industry in general will lose the confidence of the 
profession and the public. Naturally it will hinder the 
growth and development of the industry which we so 
much desire. 

This discussion has a particular reference to 
Calcutta and suburbs. The police recently raided 
several druggists’ establishments and “‘ factories” 
turning out fake medicines. The racket has no doubt 
existed for quite sometime but these raids have brought 
fresh emphasis on the seriousness of the situation. 
While some of the retailers have been found to deal 
only in genuine and dependable products, those trading 
in questionable articles have been considerable. It 
would perhaps have been better for the public had the 
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Government published the names of those against whom 
charges have been substantiated. 


Conditions in and around Calcutta are bad enough. 
We have a suspicion that these unscrupulous traders 
have extended their business all over India. It is time 
that every State should be vigilant over this matter and 
try to weed them out. The Central Government have 
a particular duty in this respect. Such stringent legis- 
lative measures should be enforced all over India that 
no trader can play with the valuable lives of our 


people. 


NUTRITIONAL DEFICIENCY 


India is faced with a grave crisis. The health of 
the people is fast deteriorating and the incidence of 
diseases is increasing by rapid strides. 

The welfare of the nation depends primarily on 
the health of the people. So of all problems confront- 
ing us at present, the problem of health requires first 
and foremost attention. 

The Government ration is inadequate and the 
peoples’ earning is insufficient to supplement the 
shortage by purchases from outside sources. Naturally 
the people are insufficiently fed. 

Malnutrition and undernutrition are the net result 
of the present average Indian diet. The caloric value 
of a balanced diet according to nutrition experts should 
not fall below 2,000 per head per day. But in India, 
the diet has been found to be far below the standard. 
The daily per capita consumption of food in terms of 
calories is 3128 in U.S.A. (1948-49 figures), 3062 in 
Canada, 2050 in Japan, 1986 in Burma and 1621 in 
India. 

Agitation over the insufficiency of food has been 
continuing for a long time. The press and the platform 
are crying hoarse in drawing the attention of the 
Government to this matter. Doctors also never lose 
the opportunity in bringing home to the Government 
that nutritional deficiency is sapping the vitality of the 
nation and in a short time, a position may arise when 
this problem of health mignt develop into a national 
crisis. 

The food policy of the Government needed earlier 
revision but practically no serious attention was given 
to it. The present alarming position has, it appears, 
opened their eyes. The Food Minister of the Central 
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Government has planned a tour over the country to 
study the situation. He has already visited a number 
of places and has acquired a direct knowledge of what 
is happening in our country in this respect. His recent 
utterances go to show that he is convinced that the 
people, yes the majority of them, are living on inade- 
quate diet. And he has assured adoption of measures 
which can alleviate the present situation. It has been 
said by him that food is not in shortage, the purchasing 
power of the people is low and they are unable to afford 
protective foods which usually cost more than cereals. 


We are not concerned with any discussion as to 
whether food is in shortage or the money in the 
peoples’ hands is short to meet the cost of food. Our 
object is to draw the attention of the Government to the 
fact that unless a balanced diet enough to raise the 
necessary calories, is arranged in the shortest possible 
time, a disaster is sure to come upon the nation crippl- 
ing it in all spheres of activity. The government is 
responsible for the maintenance of health of the people 
and if indifference is shown to this matter, a time will 
come when no amount of curative medicine will be able 
to cope with the situation. 


MEDICAL MEN IN LEGISLATURES 


In the June issue we published the names of 
doctors who have been elected to the Indian Parliament 
and State Legislatures in the first general election under 
the new constitution. The names were collated with 
the help of data obtained through Provincial Branches 
of the I.M.A. The additional names since received are 
listed hereunder : 


Legislative Assembly. 

Bompay: 1. Dr. Madhav Narayan Birje; 2. Dr. 
Madhav Dattatraya Desai; 3. Dr. Bhavanishankar 
Padmanabha Divgi; 4. Dr. M. U. Mascarenhas; 5. 
Dr. Jivraj Narayan Mehta; 6. Dr. Trimbak Ram- 
chandra Naravne; 7. Dr. N. N. Kailas; 8. Dr. 
Bhaskar Rambhai Patel. 

TRAvANcoRe-Cocuin: 1. Dr. P. T. Thomas; 2. 
Dr. M. Sivaraman Nair; 3. Dr. N. S. Pillai. 


West BencaL: Dr. S. P. Chatterjee (Cooch- 
behar); Dr. S. K. Saha. 


Legislative Council. 
BomBay: 1. Dr. Joseph Altino Colaco. 
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CURRENT MEDICAL LITERATURE 


Curonic Carpiac COMPRESSION 


CHAMBLISS AND OTHERS (Circulation, 4: 816, 1951) give 
in the following lines the summary of their observation: 

A critical pre- and postoperative study of 61 cases 
operated for chronic cardiac compression has been presented. 

In this series, the patients were predominantly young 
men. The most common symptoms, in order of frequency of 
occurrence, were dyspnoea, ascites, edema and orthopnea. 

The typical physical findings were venous distention, 
decreased precordial activity, distant heart sounds, pleural 
fluid or thickened pleura, an enlarged liver, and ascites and/or 
cedema. 

The electrocardiographic findings were low voltage and 
primary T-wave changes. Thirtyone per cent of the cases 
had some type of arrhythmia. Broad, notched P-waves were 
found in 42-6 per cent of the cases. 


Roentgenologic studies showed diminished cardiac pulsa- 
tions. The hearts were of normal size or slightly smaller. 
Pleural thickening and/or fluid were present in 84-5 per cent. 
Pericardial calcification was demonstrated in 46 per cent. 


In the cases having cedema, 21-4 per cent had total serum 
proteins less than 5 gm. per 100 c.c., and 37 per cent had 
serum albumin less than 3 gm. per 100 c.c. 

Circulatory studies showed elevated venous pressure, 
slight tachycardia, slight decrease in pulse pressure, decreased 
vital capacity, prolonged circulation time, decreased stroke 
volume, increased blood volume, and normal or a slightly 
less than normal basal metabolic rate. 

The operative mortality was 18 per cent. 

A satisfactory result was obtained in 72-1 per cent. The 
operative results in this series may be compared with those of 
other surgeons. Of a total of 415 operated cases, satisfactory 
results have been obtained in 258 (62 per cent). 

Postoperatively all circulatory function tests tend to 
return to normal with the exception of persistent primary 
T-wave changes. 

Tuberculosis was the cause of the compressive scar in 
28-2 per cent. No etiologic agent could be demonstrated in 
57°7 per cent of the cases. Rheumatic fever was not proved 
to be the cause in any of the cases. 


Follow-up studies indicate that the majority of the 
patients return to full normal activity. 

The outcome was less favourable in those patients who 
were cyanotic pre-operatively or who had a pre-operative 
diagnosis of tuberculosis. 

Physiologic factors involved in the production of the 
clinical picture of chronic cardiac compression are discussed. 


Noutritionat Factors Carprac Disease 


Durant (Ann. Int. Med., 35: 397, 1951) writes that 
nutritional inadequacy may occur in congestive failure 
because the patient cannot afford a good diet, because his 
appetite fails because of anxiety, congestion of the stomach, 
or gastric irritation by digitalis or diuretics. In hyperthyro- 
idism, failure may be due to increased metabolism with 
unsatisfied, increased food requirements. General inanition 
may result with reduced basal metabolism and reduced total 
energy metabolism. Under such conditions rest may be 


helpful. In hypertension, reduced nutrition and salt depriva- 

tion may be beneficial. Hypoproteinemia and nutritional 
anemia, should they develop, are more serious, and impair- 
ment of hepatic function usually helps to produce these 
conditions. Deficiency of thiamin is especially important in 
cardiac patients, although true beriberi in America occurs 
chiefly in alcoholics. One of the goals of therapy is the 
re-establishment of appetite, chiefly by B complex, with 
emphasis on nicotinamide. Salt substitutes are important. 
Cation exchange resins permit more real salt in the diet. 
Intravenous salt-free albumen may be desirable. The effects 
of long-standing deficiency may be so severe as to defy all 
attempts at correction. The total fat intake, hoth vegetable 
and animal, should be restricted. 


CONTROLLED vs, Free Diet MANAGEMENT 


Witson anp oTHErs (J. A. M. A., 147: 1528, 1951) 
observe that two hundred twenty-one young patients with 
severe diabetes of 10 to 34 years’ duration, with onset between 
18 months and 30 years of age, were studied to determine 
the correlation between the type of management and the 
incidence and severity of the two most commonly observed 
degenerative vascular complications (retinopathy and arterial 
calcification). Comparisons were made between the vascular 
status of three groups of patients: 1. a ‘‘coma’’ group 
made up of those who had had one or more attacks of 
diabetic coma, 2. those who had followed a ‘‘ free-diet '’ type 
of management, and 3. a ‘‘controlled’’ group comprising 
those who had maintained careful regulation of their diabetes. 
These comparisons revealed the following: 

1. An increase in the frequency and severity of 
degenerative vascular complications of diabetes commensurate 
with increases in duration of the disease occurred. 


2. For any given duration of diabetes, there was a 
significantly lower incidence of advanced degenerative changes 
among those patients who had maintained better control of 
their diabetes. Also, for each ensuing decade of duration of 
diabetes, the effects of differences in type of management 
became more significant. 


3- No patient who followed a free-diet regimen of 
management showed both normal retinas and absence of 
calcified blood vessels after 20 or more years of diabetes, 
whereas 8 per cent of those in the controlled group did. 


4. After 20 to 34 years of diabetes, more than 57 per 
cent of patients in the free-diet group showed advanced 
degenerative changes, whereas only 25 per cent of patients 
in the controlled group had such lesions. 

These observations definitely support the concept that 
continuous, aggressive treatment, directed toward main- 
tenance of physiologic conditions, is a better form of manage- 
ment of diabetes than the free-diet plan, which permits a 
constantly disturbed metabolic state, reflected in persistent 
hyperglycemia and glycosuria. 


Orat MAntFestations oF Dericrency Diseases 


Srnciair (Practitioner, 168: 133, 1952) writes that care- 
ful inspection of the lips, tongue, buccal mucosa and gums 
may give early indications of nutritional deficiencies. 
Deficiencies of certain vitamins of the B complex (riboflavine, 
niacin, pyridoxine, folic acid and vitamin B,,) and of iron, 
are particularly important; this is not surprising since all 
these nutrients take part in important cellular enzyme reac- 
tions concerned with the oxidation of substrates or the 
metabolism of protein. But two important considerations 
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TaBLE SHOWING ORAL MANIFESTATIONS OF DeFicigENCy DISEASES 


Nutrient 


Riboflavine 


Niacin 


Pyridoxine 


Folic acid 


Vitamin B,, 


Ascorbic acid ... 


Synonym 


Nicotinic acid 


Vitamin B, 


Pteroylglutamic 
acid 


Vitamin C 


Enzyme systems concerned 


Flavo-proteins (tissue oxidations 
etc.) 


Coenzymes 1 and 2 (tissue oxida- 
tions etc.) 


Transmination and decarboxyla- 
tion of aminoacids; tryptophan 
metabolism; histaminase 


Metabolism of tyrosine and histi- 
dine. Hazmopoiesis 


Aminoacid metabolism. Hemo- 
poiesis 


Metabolism of tryosine; formation 
of intercellular cement 


Cytochromes (Hemoglobin) 


Approxi- 
mate daily 


require- 
ment 
(mgm.) 


10 


1(?) 


o-1(? ?) 


0-001(?) 


25 


Io 


Daily 
therapeutic 
dose (mgm.) 


5 to to 


50 to 250 


10 


200 to 500 


200 to 300 
(FeSO,.7H,O) 
40 to 60 (Fe”) 


Some results of deficiency 


Lips 


Cheilosis 
Angular 
stomatitis 


Cheilosis 
Angular 
stomatitis 


Cheilosis 
Angular 
stomatitis 


Buccal 
mucosa 
Purple ? Swollen, 
swollen flat soggy 
papille 
Red Red 
smooth infected 
sore ulcers 
Smooth Red 
sore ulceration 
Smooth — 
sore 
Smooth Ulceration 
sore 


Elsewhere 


Seborrheic dermatitis 
Keratitis. 


Dermatitis. Diarrhea 


Psychoses. 


? Eczema. 


Macrocytic anemia. Ul- 


ceration in gut. 


Pernicious anemia. Cord 


changes. 


Perifollicular petechia 


Gingivitis. Ecchymoses 


Bones and teeth. 


Pallor. Koilonychia. 
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arise therefrom. First, deficiengies of two vitamins may 
produce a break in the metabolic chain at nearby links, so 
that the signs of deficiency must, therefore, always be care- 
fully sought and the origin of the deficiency investigated. 
Secondly, diets that are deficient in one member of the 
vitamin B complex are likely to be deficient in others, and 
therefore it is important to correct the fault that produced 
the deficiency rather than to treat the patient with a single 
pure vitamin. 

For convenience, the main nutrients mentioned in this 
article are summarized in the accompanying table. 


THERAPEUTIC APPLICATIONS OF PRoTEIN HypDROLYSATES 


BILLINGS aNp oTHERS (Edinburgh M. J., 58: 64, 1951) 
give in the following lines the summary of their observations; 

Dietary supplements of protein hydrolysate are of no 
value in the treatment of patients suffering from peptic 
ulceration. 

Protein hydrolysates such as Pronutrin have a limited 
application as gastric secretogogues. 

In the preparation of poorly nourished patients for 
surgical operation protein hydrolysates are of limited value 
and in the immediate post-operative period are for various 
reasons contra-indicated. 

The administration of protein hydrolysates by the intra- 
venous route is safe provided certain precautions are observed 
but is of no value in the prevention of the so-called catabolic 
destruction of protein tissue following major surgical opera- 
tions, and while not harmful, does not improve the condition 
of severely jaundiced patients. 


TREATMENT OF Peptic ULCER 


Topp (Lancet, 1: 113, 1952) writes that of the various 
methods of treating peptic ulcer only three are of proven 
value (1) diminishing the gastric acidity, (2) gastrectomy, 
and (3) psychotherapy (which has only a very limited applica- 
tion). 

As a routine for the medical management of peptic ulcer, 
it is suggested that the patient, while carrying on with his 
work, should take alkaline tablets at hourly intervals through- 
out his waking hours (except at the usual meal-times, when 
he has his ordinary food instead). He should continue to do 
this until his ulcer is thought to be healed, and thereafter 
he should be told that the more closely he adheres to this 
regime, the less will be the chances of relapse. 

The view is advanced that the onus of proving the value 
of rest in bed, absence from work, an artificial and mono- 
tonous diet, phenobarbitone, the eradication of septic foci, 
the avoidance of tobacco and alcohol, and the other orthodox 
remedies, should rest on their advocates, not on those who 
are opposed to them. 


Heap Injuries 


Twelve main symptoms and signs are of special interest 
to. the general practitioner in assessing the gravity of a head 
injury. They are as follows: 

1. Headache—The absence headache does not exclude 
serious brain injury. The existence of headache for more 
than 24 hours after the receipt of the injury implies brain 
damage, providing that extracranial causes of headache are 
not responsible. Dural tension may exist without headache. 
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The above statements are based on McGregor’s work on 500 
head injuries in 1942. 

2. Unconsciousness—A period of consciousness after a 
head injury however short, indicates that any subsequent 
unconsciousness is due to secondary developments, such as 
increasing hemorrhage. The slightest change in the depth of 
consciousness either one way or the other is an infallible sign 
of improvement or retrogression. Any injury leading to 
unconsciousness of more than an hour is usually associated 
with diffuse neuronal injury of a structural type in which 
many cells are permanently destroyed. When unconscious- 
ness lasts for more than 24 hours the prognosis is serious. 

3. Aphasia—This is inability, not due to unccazscious- 
ness, either to use or to comprehend language in any of its 
forms. When due to compression the prognosis is good if the 
compression is relieved early. When due to laceration of the 
brain it is permanent. When due to contusion it may pass 
off spontaneously. A patient who reaches a stage of con- 
sciousness sufficient to permit the recognition of aphasia 
probably recover the power of speech. 

4. The Pulse—In concussion the pulse is at first inc 
ed in rate and feeble. When reaction occurs it becom 
slower and fuller. In contusion of the brain, with ade 
of the contused parts and cerebral irritation, the pulse i 
full if the bulb is affected. A slow pulse in an unconsciow 
patient usually means that the brain is severely compressed 
probably by an extradural or subdural hemorrhage. A fast, 
bounding pulse in comatose patients with stertorous breath- 
ing, indicates actual embarrassment of the medullary circula- 
tion. The vasomotor centre protects the medulla against the 
effects of compression by constricting the splanchnic vessels, 
thus causing more blood to reach the medulla (vasomotor 
reaction of Cushing). 

5. Blood pressure—This is low in concussion but rises 
during the stage of reaction. Raised intracranial tension in 
a severely shocked patient causes a rise in the systolic pressure 
without improvement in the diastoli€é which remains danger- 
ously low. The extent of the rise in the systolic pressure 
is an indication of the advancement of the compression. 
Beyond a certain point, however, this reaction cannot take 
place, the vasomotor centre fails, and respiratory efforts cease. 


6. Temperature—This is subnormal in concussion. In 
the uncomplicated case it rises to about normal at the stage 


of reaction. In contusion’ it rises slightly above normal. If 
it falls again the prognosis is good, but if after a day or two 
it rises again there may be a slow, progressive bleeding or 
cedema of the brain. In concussion or contusion of the brain 
it seldom rises above 100-100-5°F. Extracranial causes of 
pyrexia being excluded, any rise above 101 degrees, whatever 
the depth of unconsciousness, points to severe intrinsic brain 
injury or to a profuse subarachnoid hemorrhage. In com- 
pression the temperature rises to 100-103 degrees but the rise 
differs on the two sides of the body. Hyperpyrexia (106-110 
degrees) indicates hemorrhage into the pons. 

7. Respirations—In concussion the respirations are 
shallow. They improve with the stage of reaction. In 
contusion they become slow. In compression they are first 
deep and fast, then deep and slow, and finally irregular. 
Stertor is a sign of impending death. 

8. Restlessness—This is one of the commonest signs of 
any injury to the brain, but it is especially characterist® of 
cerebral irritation due to contusion and laceration of the 
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brain. In subarachnoid hemorrhage the irritation of the 
blood in the meninges causes restlessness. This frequently 
occurs with fracture of the base of the skull. If the move- 
ments are incessant, excessive, writhing and purposeless there 
is likely to be severe bruising of the brain with profuse 
subarachnoid hemorrhage. If the posture is normal and the 
movements are co-ordinated and purposeful, this indicates a 
milder type of cerebral injury. 

9. Paralysis—When an artery is ruptured no local signs 
result until the outflow of venous blood from the skull is 
interfered with by the pressure of the effused blood from the 
ruptured artery. At this stage venous congestion causes 
increased excitability of the brain and irritative symptoms of 
headache, drowsiness and irritability. If the hemorrhage 
continues it gains room by displacing blood from the capil- 
laries of the bran, causing cerebral anemia and inexcitability 
of the cortex with the clinical manifestations of paralysis. 
As the hemorrhage is essentially local it affects primarily the 
brain in the immediate vicinity. 

10. Jacksonian Epilepsy—Russel Howard defined this as 
a discharge of nerve force from the motor cortex resulting in 
muscular convulsions due to an irritative lesion in the 
cerebral cortex. Such an irritative lesion may and does 
occasionally occur in an acute head case from a depressed 
fracture or blood clot, as well as months or years later from 
cicatrization. Jacksonian epilepsy. is a valuable localising sign 
when observed under the former circumstances and good 
operative results can be obtained by removing the causative 
lesion. 

11. Blood im the Cerebrospinal Fluid.—This finding may 
be indicative of any of the following: 

(a) Rupture of a vessel on the surface of the brain. 

(b) Rupture of a sinus of the dura mater with an 
associated rupture of the arachnoid. 

(c) Tearing of any vein or artery connecting the 
mobile brain with the fixed dura. This is 
particularly common in sudden~ arrést of the 
momentum of the brain as in a fall upon the 
head. 


The finding of blood in the C.S.F. is therefore of diagnos- 
tic value, and profuse bleedings associated with unconscious- 
ness is said to be of serious significance. It does not however 
indicate for certain that there is brain damage (as some 
authors would have us believe) nor does it enable the surgeon 
to diagnose extra-dural hemorrhage. 

12. Increase in the Pressure of the Cerebrospinal Fluid— 
The pressure of the C.S.F. normally varies between 50 and 
150 mm. water. The G.P. does not usually measure this 
pressure with a manometer, but it can be roughly gauged by 
the rate of flow from the needle. Low normal or subnormal 
pressures occur in shock, old people with poorly nourished 
bodies, in the later stages of coma, and when there has been 
loss of C.S.F. from the nose, ears or subgaleal space. 
Subnormal pressures rarely occur in head injuries otherwise. 
Increased pressure in a head injury may be due to extra- 
vasated blood, cerebral cedema or hydrocephalus.—Medical 
World, 76: 97, 1952. 


MEGACOLON 


The management of megacolon in ehildhood has beeg 
difficult in the past because of uncertainty about its aetiology 
but recent reports from workers in Britain and the U.S.A, 
have led to a rational classification of the condition into 
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symptomatic megacolon, idjopathic megacolon and Hirscn- 
sprung’s disease. In symptomatic megacolon a gross obstruc- 
tion is demonstrable ; this may be due to a stricture, stenosis, 
tumour, or nerve lesion, such as is associated with spina 
bifida. The treatment, of course, is to remove the cause of 
obstruction. In childhood cases of idiopathic megacolon form 
the largest group. The condition is probably acquired as a 
result of faulty bowel habits, fissure in ano, or other minor 
causes which lead to gradually increasing passive distension 
first of the rectum and then of the sigmoid colon. Radio- 
logical evidence of dilatation of the anal canal and rectum 
(terminal reservoir type) or of part or all of the sigmoid colon 
(tubular dilatation type) differentiates this group clearly from 
true Hirschsprung’s disease. The condition is essentially 
benign and responds to persistent conservative treatment, in- 
cluding bowel washouts. Hirschsprung’s disease forms the 
third group in this classification. The abnormality in this 
serious congenital disorder has been traced to the terminal 
segment of intestine, which is of normal or slightly narrowed 
calibre, while above it the bowel is dilated and hypertro- 
phied. Diagnosis now depends on the radiological demons- 
tration of the normal calibre of the rectum and part or all 
of the sigmoid colon. The pathological changes eluded detec- 
tion for a long time. Only by microscopical examination of 
the terminal part of the intestine can it be seen that the 
ganglion cells of Auerbach’s and Meissner’s plexuses are 
missing. The resulting lack of co-ordinate peristaltic move- 
ment causes secondary dilatation and hypertrophy ef the 
bowel proximal to the abnormal segment. In the light of 
this new zxtiological conception the rational treatment of 
Hirschsprung’s disease is resection of the aganglionic distal 
segment by rectosigmoidectomy. Lee and his colleagues 
(Surg. Gynec. & Obstet., 91: 281, 1950) in the U.S.A. have 
paid a tribute to the work of Bodian, Stephens, and Ward 
at the Great Ormond Street Children’s Hospital for making 
“intelligent selective treatment (of megacolon) possible.” 
These British workers have now demonstrated the essential 
histopathological Jesion in 40 cases. Similar findings have 
been reported in the U.S.A., and in this country Burnard 
has discussed the features of the disease in young infants. 
Ewenson and Bill were the first to devise rectosigmoidectomy 
as a treatment for Hirschsprung’s disease. Their method was 
adopted and slightly modified by Stephens, working at Great 
Ormond Street. The long-term results of this treatment over 
a period of two to three years have been remarkably good. 


Bodian, Carter and Dard have also recently reported a 
genetic study of Hischsprung’s disease, and though they have 
not yet been able to define the mode of genetic determination 
they were able to put forward evidence showing that the 
chances of a male sibling of a known case developing Hirsch- 
sprung’s disease were about 1 in 5. The chances of a sister 
being affected were much smaller. In this disease the length 
of the aganglionic segment may vary; in a small number of 
cases it can be considerably longer than the rectum and 
sigmoid. Bodian and his colleagues point out that a geneti- 
cally determined disturbance may occur at any stage of 
differentiation of intestinal nerve cells, which, they suggest, 
usually proceeds in a craniocauda! direction. Thus. larger 
or smaller aganglionic segments would be produced according 
to early or late interference with normal embryological 
development.—Lancet, 2: 346, 1951. 


Ust oF WANGENSTEEN SUCTION IN SURGERY 


OcHsNER (Minnesota Med., 34: 990, 1951) writes that 
probably nothing has done more to facilitate the recovery 
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of individuals subjected to abdominal procedures than the 
routine use of gastro-intestinal suction in the immediate 
postoperative period. As a result of irritation of the peri- 
joneum regardless of the cause, there is a functional inactivity 
ef the gastro-intestinal tract, which persists for varying 
periods of time according to the degree of trauma. In infec- 
tions of the peritoneum, trauma to the peritoneum is pro- 
longed and for this reason the associated adynamic ileus is 
of much more serious importance and significance than that 
which follows an operative procedure. The author has 
employed the Wangensteen tube routinely in all patients 
subjected to laparotomy except the simplest of procedures, 
fuch as an appendectomy. In this way they have been able 
to do away almost completely with postoperative nausea and 
vomiting, abdominal distention, and gastric dilatation. As 
a result of trauma and its associated ileus, the secretions 
which are normally poured into the upper part of the gastro- 
intestinal tract, that is from the stomach, the duodenum, 
the liver and pancreas, and which normally are transported 
by peristalsis into the lower part of the intestinal tract from 
whence they are absorbed, remain in the upper part of the 
G gestive tube and if not removed, cause nausea and vomiting. 
The length of time gastric suction must be maintained varies 
according to the degree of trauma, but generally does nut 
exceed twenty-four to seventy-two hours. By careful ausculk 
tation of the abdomen, one can determine the return of 
peristalsis, and as soon as peristaltic sounds become active, 
the tube can be removed safely. 

Although there are some indications for the use of a 
double tube, these indications in our hands have become 
less frequent as time passes. In any case, however, in which 
d-compression of the lower intestinal tract is desired and 
obtained by means of the double tube, it is imperative that 
gstric suction be maintained likewise, because otherwise 
a cumulation of secretions in the upper gastro-intestinal tract 
w.'l occur and will be accompanied by nausea and vomiting. 
During the time that an indwelling gastric catheter is main- 
tained and suction is applied, nothing is allowed by mouth, 
because otherwise large amounts of electrolytes will be washed 
out of the stomach by the gastric lavage. Obviously, the 
fluids and electrolytes removed by gastric suction must be 
re>laced parenterally. 


PRECANCEROUS LESIONS OF THE GASTROINTESTINAL TRACT 


Underwood (Texas State J. Med., 47: 744, 1951) writes 
that @sophagitis—thermal (taking of hot meals and drinks) 
ard chemical (regurgitation of acid gastric juice) is probably 
the most important precancerous lesion of the cesophagus. 
The earliest recognisable symptoms of an cesophageal lesion 
are indefinite, intermittent and unimpressive, such as, 
(3) ‘food-sticking’ temporarily, (2) a queer feeling upon 
swallowing, (3) a vague sensation of cramping in the neck, or 
(4) a feeling of a lump arising in the throat. The presence 
of these symptoms merits radiologic and cesophagoscopic 
examinations, combined with biopsy, if possible. Gastric 
polyps may be become malignant and gastroscopic examina- 
tion is helpful in determining their status. Gastric ulcers 
sliould be considered malignant until healed and it is often 
better that all recurrent gastric ukers should be considered 
malignant until healed and it is often better that all recurrent 
gastric ulcers and ulcers which fail to improve with intensive 
medical management for at least two months should be 
resected on suspicion of malignancy. If a diagnosis of benign 
ulcer is to be accepted, histamine-fast achlorhydria should be 
excluded. 
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Gastritis also may prove precancerous, specially atrophic 
gastritis. If premalignant gastric lessions produce symptoms 
they may logically, fall into one or more groups: (1) symptoms 
indicating pyloric narrowing, (2) peptic ulcer syndrome, 
(3) hamatemesis or melena, (4) symptom suggesting a lesion 
of lower end of the csophagus, and. (5) gastric dyspepsia 
during a long period. Patients with such symptoms should 
be examined radiologically, gastroscopically and clinically at 
least with a mind to exclude malignancy. 

Among precancerous lesions of the colon, polyps in general 
and chronic ulcerative colitis in particular seem to offer the 
greatest potential danger. Certain benign anal lesions should 
be removed or carefully observed. As to precancerous symp- 
tomatology, any lesion which alters the function of the colon 
may alter the bowel habit and should immediately arouse 
suspicion. There may be slight bleeding, indefinite rectal 
discomfort or discomfort referred to the sacral segment of 
the spine. Alternating constipation and diarrhea are late 
symptoms. Digitorectal examination and sigmoidoscopic exa- 
mination should never be omitted and when in doubt should 
be repeated. A biopsy specimen should be obtained if 
possible. Roentgen examination by means of a double con- 
trast barium enema is essential for lesions above the recto- 
sigmoid area. Occult blood in stool should be sought and 
gross blood and mucus, when present, should stimulate the 
clinican to make an extremely careful examination. 


Tue Eve mw Hypertension 


Rippek (Practitioner 166: 571, 1951) deals with the 
subject under the headings of (1) complaints of the patients, 
and (2) ophthalmoscopic observations. 

COMPLAINTS OF THE PATIENTS—The patient may observe 
that the white of the eye has become blood-shot with or 
without a history of excitement or straining by the patient. 
This condition is a subconjunctival hemorrhage. In hyper- 
tension an intracranial hemorrhage may affect any portion 
of the visual pathway, from the optic chiasma to the cere- 
bral cortex giving rise to a variety of visual defects for 
which the testing of the visual field with finger method may 
be of use. Sudden complete loss of vision from a spasm of 
the central retinal artery or from an embolism of the vessel, 
a slowly developing loss over a major portion of the field 
of vision due to a thrombosis of the central retinal vein with 
extensive retinal hemorrhages, a general haziness of vision 
due to the presence of a vitreous hemorrhage, a progressive 
deterioration in vision marking the advancing progressive 
lesions of hypertensive retinopathy, visual distortions e.g. 
straight lines appearing to be crooked, letters diminished or 
enlarged and so on due to small displacements of the rational 
elements are some of the visual complaints of the patients in 
hypertension. 


OPHTHALMOSCOPIC OBSERVATIONS—Earliest changes are: 
(1) the crossings where one vessel passes over the other are 
grossly altered and the vessels cross over each other at an 
angle approaching a right angle (normally, vessels pass over 
each other obliquely without any obvious alteration in angle 
at the crossing). (z) The return flow of blood tends to be 
restricted thus leading to distention of the distal part of 
the vein. When the condition has advanced more: there 
are (1) striate hemorrhages in the nerve fibre layers of the 
retina which may absorb leaving little or no trace, and 
(2) deeper hemorrhage of a more circular type situated 
among the nerve elements causing serious disturbance of 
vision resulting even from quite small lesions, particularly 
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in the central area of the retina—the more deeply placed 
lesions may give rise to disturbance of the retinal pigment 
layer and permanent changes may result. 


STREPTOMYCIN IN OPHTHALMOLOGY 


SorsBy AND oTHgRS (Brit. M. J., 1: 19, 1952) give in 
the following lines the summary of their observations: 

Streptomycin, 0-5 gm. in 1 ml. of water, is well tolerated 
on subconjunctival injection. Such doses give considerably 
higher intraocular levels when injected subconjunctjvally than 
on intramuscular injection. The intraocular levels are higher 
still and persist up to 36 hours if adrenaline 1: 1,000 is the 
solvent. 

In the experimental animal a destructive Ps. pyocyanea 
infection of the cornea is fully controlled by one subconjunc- 
tival injection of 0-5 gm. of streptomycin in 1 ml. of 
adrenaline 1: 1,000. 

For clinical purposes streptomycin to be injected sub- 
conjunctivally should be dissolved in 10 min. (0-6 ml.) of 
water to which 5 min. (o-3 ml.) of adrenaline 1: 1,000 is 
freshly added. 

Cllinically, streptomycin is effective when used sub- 
conjunctivally in infections of the cornea due to Gram- 
negative bacilli. As these lesions are highly destructive, 
early treatment is essential, and the characteristic clinical 
appearance of such infections facilitates early diagnosis. 
Streptomycin locally is also invaluable in acute conjunctivitis 
due to Gram-negative bacilli. 

Systemic streptomycin therapy has proved’ helpful in 
tuberculous keratitis. It has given poor results in presumably 
tuberculous iridocyclitis and in periphlebitis. In phlytenular 
ophthalmia it tends to cut short severe attacks, and probably 
reduces the frequency and severity of relapses. 


OcuLaR FINDINGS IN THE NEWBORN 


Cook anp Gtasscock (Am. J. Ophthal., 34: 1407, 1951) 
write: 

One thousand eyes of newborn infants were studied under 
atropine cycloplegia. Of this series, 74-9 per cent had 
hyperopia ranging in strength from less than one diopter to 
12 diopters. Over 50 per cent of the hyperopic eyes had a 
correction of less than one diopter to three diopters. 

Myopia, ranging in strength from less than one diopter 
to 12 diopters, was present in 25-1 per cent of the cases. 
Eighty-eight per cent of the myopic eyes took a correction 
of less than one diopter to five diopters. 

Astigmatism was present more frequently in hyperopia 
(38-8 per cent) than in myopia (27-3 per cent). 

Emmetropia is a rare finding in the newborn. 

Incomplete pupillary membranes were found in 20-4 per 
cent of the cases. 

A total of 48 eyes (4-8 per cent) had retinal hemorrhages 
usually located in or near the macular area. 

Disc-shaped or ring-form cataracts were present in two 
eyes. 

Hyphema was found in one eye immediately after birth 
following a forceps delivery. 

Atropine reactions were noticeably scatce with only four 
eyes showing a chemosis of the conjunctiva. No systemic 
reactions to atropine were noted. 
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ALLERGIC MANIFESTATIONS IN OTOLOGY 


Dintenrass (Ear, Nose and Throat Monthly, 30: 647, 
1952) presents the following classification in an endeavour to 
simplify and relate the various allergic manifestations of the 
ear: 


A. External ear and auditory canal—1. Contact derma- 
titis, 2. Eczema, 3. Urticaria, 4. Purpura. 


B. Middle ear and eustachian tube—primary or secon- 
dary to nasal allergy—1. Conduction deafness, 2. Clinical 
otitis media, 3. Sensation of fullness, 4. Itching of the ear, 
back of the nose or between the nose and the ear, 5. Deep 
pain—dull or burning, 6. Sensation of tightness or drawing. 


C. Internal ear and auditory nerve—1. Preceptive deaf- 
ness, 2. Nystagmus, 3. Meniere’s symptom complex, 4. 
Vertigo, 5. Tinnitus. 


In the diagnosis of allergy, as well as for its treatment, 
a complete history is important. The allergic state can be 
recognized also by physical examination, when characteristic 
changes of the mucous membrane, including polyps of the 
nose and nasopharynx, are present. As an adjunct, routine 
skin tests are performed. Patch tests are necessary for the 
diagnosis of contact dermatitis. Scratch and intracutaneous 
tests are applied alone, or in combination, in the study of 
inhalant and food allergy. Other laboratory studies include 
blood counts for eosinophilia and the leukopenic index, for 
confirmation of the allergic state and food sensitivity, 
respectively. Some investigators found that the response 
to epinephrine, consisting in alleviation of symptoms follow- 
ing subcutaneous injection of the drug, is helpful in the 
diagnosis of aural allergy. A cytologic report on nasal 
smears, particularly of secretion from the eustachian orifice, 
should be obtained routinely from patients suspected as 
being allergic. 


Prophylaxis—A complete appreciation of allergy is essen- 
tial to the prophylaxis of aural diseases. Studies which are 
especially applicable are those concerned with the prevention 
of deafness, which often follows repeated infections of the 
poorly resistant allergic mucosa of the nose and ear. Children 
who mainfest allergic conditions or who have a family history 
of allergy deserve careful observation and therapy. 


Active Therapy—tThe essential principles of therapy are 
enumerated : 


1. Specific hyposensitization should be undertaken when 
feasible; 2. Environmental factors responsible should be 
removed or avoided; 3. Food causing sensitivity should be 
omitted from the diet; 4. Local and general therapy should 
be instituted when indicated, with use of epinephrine and 
ephedrine-like compounds or antihistaminic drugs; 5. The 
programme for the detection and treatment of allergy should 
be performed in conjunction with rhino-otologic therapy. It 
is important that neither be neglected. 


ResipuaL Derects MENtINGococcic MENINGITIS 

Ross (Arch. Neurol. & Psychiat., 63: 89, 1952) writes 
that in order to compare the incidence of residual defects 
following serum therapy, sulphonamide therapy, and combined 
sulphonamide-penicillin therapy in patients with meningococcic 
meningitis, 51 unselected persons who had recovered from this 
disease 1} to 20 years previously were given physical and 
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neurologic examinations. Thirty-two received electroence- 
phalographic and psychometric studies as well. 


The results in each of the three differently treated groups 
were analyzed statistically with resvect to the mean number 
of defects per patient, the percentage of patients having 
defects, the incidence of psychometric and physical defects, 
the incidence of complications, and the relation of coma to 
the incidence of defects. 


It was found that, although sulphonamide and sulphon- 
amide-penicillin therapy have greatly reduced the mortality 
rate as compared with that for serum therapy, the incidence 
of complications and the number and percentage of defects 
in the form of physical, neurologic, electroencephalographic, 
or psychometric residua showed no statistically significant 
differences for the three methods. It was observed, however, 
that physical defects were three times as common in patients 
treated with serum or with sulphonamides as in those who 
received combined suiphonamide-penicillin therapy. In the 
last group defects were discovered only on psychometric 
evaluation. Presumably, the addition of penicillin lessens 
the incidence of severe complications, which lead to physical 
residua. 


The presence or absence of coma bore no relation to the 
incidence of residua. 


AUREOMYCIN IN WHooPING CouGH 


Arit (Munchen. Med. Wchnschr., 93: 2354, 1951, Ref. 
Practitioner, 168 : 97, 1952) in reporting on twenty children 
severely ill with whooping cough and treated with aureomycin 
observes : 15 of these, including 7 infants, had broncho- 
pneumonia, and one an encephalopathy. The early results 
in all cases were encouraging, but a permanent cure was 
obtained in only 50 per cent. Eight children replased. To 
avoid relapses, the author recommends a dosage of at least 
50 mgm. per kg. of body weight. Children treated with 
aureomycin should, if possible, be isolated from other children 
with pertussis, following the procedure adopted in children 
with scarlet fever treated with penicillin. For pulmonary 
complications aureomycin by itself is often not sufficient, and 
sulphonamides, penicillin, or streptomycin may be necessary. 
In young infants, vomiting, meteorism, and diyrrhea may 
complicate aureomycin therapy—side-effects which occur in 
adults only after prolonged administration. One child deve- 
loped a severe stomatitis, another extensive herpes labialis 
simplex. These side-reactions can be prevented by early 
administration of vitamin B complex. Some children 
develop a ravenous appetite and put on weight. 
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The Rt. Hon. Sir Earle Page, G.c.M.G., C.H., F.R-A.C.S., 
F.R.C.S. (HON.), Australian Minister for health in his address 
to the Canadian Medical Association, Toronto, said: 


PARTNERSHIP OF THE STATE, THE MEDICAL PROFESSIONS 
AND THE COMMUNITY 


The test of the efficiency of a national health schem> 
must be improvement of the health of the nation and the 
individual—the lessening of disease, progressive elimination 
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of causes of disease, and a continuous rise in the qualitative 
excellence of medical practice. A scheme satisfying this test 
will come only from the active, continuous partnership” of 
governments, the medical and allied professions and the 
individuals of the community. I hope to show that the judici- 
ous union of governmental aid with nationwide voluntary 
insurance against sickness dnd disease can create such a 
partnership between the government and the individual in 
which the traditional intimate doctor-patient relationship 
that has been the glory and inspiration of medicine since the 
time of Hippocrates, can be maintained and developed with 
the minimum of governmental control or interference between 
doctor and patient. 


This partnership is a recognition that the State, indivi- 
duals and the medical profession have obligations in a 
national health scheme. All will benefit: The individual 
will gain better health, longer life and an easier mind against 
the expense of sickness. The State will gain from more 
efficient production, from less manhour loss, and from greater 
national income and social stability. The doctors will benefit 
from a sense of security in their profession, from the oppor- 
tunity of seeing their patients at an early stage and cutting 
down the duration of disease, with more time to study and 
absorb the medical experience gained from the treatment ot 
each patient. 


Such a partnership destroys nothing, but will make use 
of all those factors and organizations that have been built up 
over centuries to assist the restoration of health and prevent 
disease. This conception aims to keep everything that 1s 
good, and to reject the obsolete. It will not destroy past 
advances in the medical art, but will make provision for the 
use of all future advanced methods through nationwide 
insurance against the cost of sickness and hospitalization 
Our method of attack leaves everyone free to carry out the 
most effective handling of health problems—the doctor, the 
patient, the hospital management and staff, the chemist and 
the voluntary insufance Organization. It keeps alive the 
element of initiative and competition in service that really 
produces progress. 


Such an arrangement will leave the Government much 
freer to help in its owr role of finance. Under the system 
proposed, the Government will have, strict control over its 
own costs, leaving management of the insurance field to the 
voluntary societies. The patient and doctor both have a 
definite interest in preventing waste and abuse of time, skill 
medicine and equipment, while the voluntary societies have 
a direct interest in preventing fraud. 


In brief, our view is that a satisfactory health scheme 
can be satisfactorily operated only when there is complete 
co-operation and harmonious relationship between :— 

(a) The providers of health services; that is, the 
hospital administrators and the medical, pharma- 
ceutical and nursing professions. 

(b) The government, whose role should be concerned 
mainly with financial assistance, with perhaps 
some co-ordinating functions. 

(c) The community, who must be educated to partake 


of the services as they become necessary, and 
not to abuse any privileges. 


The important group is, of course, the community, and 


it is well to bear in mind that no health service is satisfactory 
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unless it extends to all sections of the community. If govern- 
ments are to have a hand in assisting health services with 
financial aid it would be most unfair to exclude the wealthy 
who, after all, contribute largely to the revenue. 


Voluntary prepaid insurance, backed by governmental 
aid, should be an attractive proposition to at least 85 per 
cent of the people. Even those in the low income brackets 
should find no difficulty in meeting the low premiums—less 
than the price of a packet of cigarettes per week in some 
cases—which will provide the necessary coverage for their 
needs. I shall show that the remaining 15 per cent can also 
be adequately cared for. 


THe CHALLENGE TO THE MEDICAL PROFESSION 


In the last analysis all medical care must be by indivi- 
dual doctor to individual patient. In actual fact, therefore, 
no real national health service can be provided without the 
willing and wholehearted co-operation and guidance of the 
doctors of the nation. 


Here comes the challenge to the medical profession. 
Doctors are essentially self-dedicated and set apart to the 
service of their fellow man to save life and bring health. 
Their passionate devotion to these aims tends to make them 
become completely absorbed in the practice of their profes- 
sion. But the time has come when, in the interest of the 
future existence and the future health of our race, and for 
the preservation of their own high and noble profession, 
doctors must take a special interest in the manner in which 
health problems are handled by the Government and the 
public. 


AUSTRALIAN Heattu History 


The last half century has seen in all countries a tremen- 
dous improvement in vital statistics, especially the reduction 
in the mortality rate and incidence of many diseases. This 
reduction has been due mainly to two factors—the remarkable 
discoveries of medical research into the causes of disease by 
various germs and methods of diagnosis, and the application 
of the discoveries to health problems on the advice of the 
medical profession. 

I instance the improvement in health figures in my own 
country. Census figures show that the Australian infantile 
mortality rate per thousand per annum dropped from 118-40 
in 1901 to 31-99 in 1947 and is still declining. At all ages 
up to 40 the rates of mortality in 1947 were approximately 
one-third of the corrésponding rate of 1901 for males, and 
one-quarter for females. At the age of 60 the rate for males 
in 1947 was 70 per cent of the corresponding rate in 1901 
whilst the female rate at 60 was only 60 per cent of that 
of rgor. 

Australian life tables—complete expectation of life—- 
show that the expectation of life at the date of birth, accord 
ing to the experience of the period, was in 1901 at 51 years 
for males and 54 for females. The census of 1947 showed 
that this expectation of life had risen to 66 years for males, 
and 70 for females. Taking the expectation of life at date 
of birth as a measure of the life efficiency of those born, it 
may be said that the experience of 1947 indicates a life 
efficiency about 29 per cent in excess of that for rgor. 

These results are an expression of the cumulative efforts 
of the medical profession on the whole health front during 
this period. Insistent advice and pressure of doctors in 
Australia, as in other countries, have ensured an improvement 


CURRENT TOPICS 


JULY, 1952 
VOL. XXI. NO. 10 


in water supplies, in sanitation and in immunization again-t 
infectious diseases. By the research of doctors, new germs, 
new drugs and new methods of treatment have been discove~: 
ed. Doctors have learned by experience the effective use « t 
these. The result is seen in this remarkable improvement ia 
national health. 


NECESSITY OF PROFESSIONAL CONTROL 


But this remarkable advance may easily be lost ovei- 
night. The health of civilization is standing on the edge : i 
a precipice if medical direction in the use of these discoveric3 
is removed. 

~ The experience of malaria in New Guinea in the last war 
is very illuminating in this respect. In the 20 years betwe2 
the first and second world wars, remarkable improvemen’s 
were made in the treatment and prevention of malaria. Ye, 
in the first six months of the New Guinea campaign again’t 
the Japanese, our soldiers, though under the strict goverr- 
mental direction of Army control, suffered such disabilitic s 
from malaria, dysentery and scrub typhus as to reach the 
enormous annual proportion of 5,000 per 1.000 troups 
engaged; that is to say, 6 divisions would have been needet 
to keep 1 division in the field. This rate of disability waa 
equalled only by the East African campagin in World War 4 
when our armies were practically without medical supplies. 

At the time this alarming position in New Guines 
occurred there were available to the Army such exp2.¢ 
malarial authorities as Sir Hamilton Fairley, Professor «2 
Tropical Medicine of London University, and the most distin- 
guished men from Harvard, Yale and Johns Hopkins, bi. 
the combatant commanders did not realize the vital import 
ance of supreme medical control of this condition. At tht 
time I was sitting in the Australian War Cabinet and raise.4 
the question of its rectification with the Australian Prime 
Minister. He requested Churchill and Roosevelt to insi: + 
upon medical discipline on approved lines and the full use 
of equipment and drugs available. Within a few months 
these measures reduced the disability rate from malaria tu 
the lowest ever known in any war. 


This incident gives a note of warning that these grest 
advances of ours may go overnight. The ghastly healta 
story of the internment camps in Europe and Asia show what 
can happen if full use is not made of medical achievements, 


The point I wish to make is that while the health pla1 
I outline leaves the proper functions of doctors completely 
free of governmental control, yet it is indispensable for its 
success that our best medical minds should disengage then:- 
selves long enough from their absorbing personal, profession «I 
work to ensure that health probiems are wisely dealt with. 
Nationalization of medicine must be resisted at all costs 
Mere transfer of a problem to governmental control does nvt 
solve that problem—it may even intensify it. 


In any case, should not our free democratic people a: 
themselves why, when they have been able to obtain suc’: 
magnificent results from our present health system, they 
should discard that system and attempt to sail on the un- 
charted sea of nationalized medicine? 


In all medical nationalization schemes pressure to covct 
the whole field at once has led to chaos and those most need- 
ing care often do not receive priority. The better way 
surely, is to move steadily upwards, step by step, building 
on the solid foundations of our past achievements and 


I. M. A. | 
; 
i| 
= 
F 
| 
| 
q 
4 
= 
: 
— 450 — 


maintaining the great traditions of service and intimate 
doctor-patient relationship. 

In our Australian national health scheme each of the 
partners, that is to say, the government, the medical and 
allied professions and the community, can take appropriate 
inter-related steps in their own role and sphere. The essence 
of this plan is to lessen the impact of sickness and, by the 
reduction of sickness, to lessen the consequent loss of produc- 
tive capacity throughout. the community. By means of a 
basic grant of governmental aid directed to prevent or 
shorten disease, it aims to stimulate throughout the whole 
community the spread of prepaid voluntary insurance schemes 
covering the greater part of hospital and medical costs. This 
lessening of the cost of individual medical and hospital 
treatment will encourage the patient to seek early diagnosis 
and treatment and thus start the beneficial circle to reduce 
the total cost of treatment both human and physical. 


Tue or GovERNMENTS 


The Government's role is to take such initiative in 
preventive measures as will secure community assistance and 
action. 

Firstly, Federal and State governments can raise steadily 
the standard of medical treatment by the provision of ample 
numbers of highly-trained and experienced specialists, general 
medical practitioners, murses, pharmacists and research 
students. This contribution would be by Federal and State 
governmental aid in the capital cost of building, and provi 
sion of modern equipment to universities, medical schools, 
teaching, base, district and community hospitals. Combiried 
with this, provision should be made for a home nursing 
service which is often cheaper and happier for the patient. 
Provision should also be made for the treatment of the aged 
and chronic in special wards in institutions instead of treat- 
ment in general hospital beds. 

In this connection the Australian Government is lessen. 
ing the entry into hospitals of the aged by providing free 
general medical practitioner service and free medicine to 
pensioners and their dependants, both in their homes and in 
the doctor’s surgery. This is achieved by an arrangement 
with the Australian division of the British Medical Associa- 
tion on a concessional! fee-for-service basis. 

Secondly, the governments can take the initiative in 
improvement of sanitation by extending water supplies and 
sewerage installations. In the ‘30’s the Australian Govern- 
ment carried these services into many small hamlets and 
towns by making an agreement to provide one-third of the 
interest and sinking fund costs on the condition that State 
governments and local communities each provided one-third. 
The effect of this measure on typhoid was seen in one town 
of about 15,000 people. There the annual recurrence of 700 
cases of typhoid dropped to 2 or 3 which came from outside 
its area. 

Thirdly, governments can improve nutrition and health 
by standardization of the quality and purity of food and 
drugs, with a definite lessening of sickness, The Australian 
Government has taken a further step in the improvement of 
nutrition by the free provision of milk to school children up 
to the age of 13 years in creches, kindergartens and public 
and private primary schools. The milk is given to the children 
during the morning recess and uniformly brightens up the 
youngsters for the succeeding lessons. The Education depart- 
ments of the several States are actively co-operating in this 


programme. 
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Fourthly, the Australian Government has made a direct 
attack on the killer diseases and on the incidence of infectious 
diseases by the free provision, on a doctor's prescription, of 
costly life-saving and disease-preventing and immunizing 
drugs to all sections of the community. Prevention of disease 
and curtailment of its duration by such means reduce the 
cost of hospital and medical care, both from the point of 
view of the government and the individual, lessen the 
country’s loss from industry, increase total wealth production 
of the nation and pay for themselves several times over. 

It is imperative that doctors should discipline this system 
of free drugs. In Australia the Federal Council of the British 
Medical Association has given the Government an advisory 
council of seven distinguished specialists and professors of 
pharmacology which decides what drugs should be free. The 
Council has also appointed a committee of four outstanding 
doctors to discipline doctors and chemists and prevent 
indiscriminate use of these powerful drugs. The result has 
been that in Australia the cost of this benefit has approxi- 
mately equalled the original estimate. 


Fifthly, my Government has taken a preventive measure) 


by the provision of grants for medical research. The co- 
ordination of activities in this field has been brought about 
by the creation of a National Health and Medical Research 
Council which lays down the work to be done and prevents 
overlapping. The composition of this body consists of the 
Director-Generals of the Federal and State Health Depart- 
ments, representatives from the medical faculties of universi- 
ties and distinguished specialists. 

The sixth preventive measure is the passage of laws 
making compulsory radiographic chest examinations in order 
to discover early tubercular infection, and the provision of 
liberal allowances to actual infectious tubercular cases and 
their dependants to enable such cases to rest sufficiently long 
with their minds at ease to arrest their disease and cease to 
be a danger to the public. 


PARTNERSHIP OF GOVERNMENT AND VOLUNTARY INSURANCE 


The preventive measures I have mentioned have been 
undertaken wholly by the Government because it is felt that 
the community benefit flowing from them may be as great 
or greater than the individual benefit. There now remains 


the field of medical and hospital benefits in which the indivi- 
dual gain is undoubtedly the greater. The Government's 
view is that this field should be covered by a system of 
prepaid voluntary insurance, operated by voluntary non- 
profit-making organizations experienced in that particular 
field. To encourage the development of such organizations 
and to make the benefits attractive to their members, the 
Australian Government proposes to make available substan 
tial grants-in-aid. 
InsuRANCE AGaINstT Mepicat Costs 

The present system of insurance against medical costs 
tends to be on a flat rate, to be limited by a definite income 
earning capacity and to be confined almost exclusively to 
employed persons. 

A wide extension of voluntary insurance to the com- 
munity as a whole, and especially to the self-employed and 
rural elements in the community, can be secured by a -basic 
grant of governmental aid towards extending the actuarial 
benefits possible under existing insurance schemes. Insurance 
would thereby be made so attractive as to induce many 
people to seek insurance cover without great expenditure om 
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enrolling agencies. ‘1his grant-in-aiad would be given only if 
participating organizations at least matched the government 
grant for each item of medical treatment. 


The grant, plus an equivalent amount of insured benefit 
would meet approximately 80 to go per cent of the fees 
charged to the lower income groups. Higher income groups 
would insure themselves for greater benefits, rendered more 
valuable by the existence of the governmental grant. There 
would be no direct connection between the government and 
the medical profession. Agreements would be made on a 
long-term basis with organizations providing insurance cover 


SpectaL FEATURE OF THE AUSTRALIAN PLAN 


I should now like to elaborate on a feature of our plan 
which is somewhat unique; that is, the proposal to make 
available to the patient, through his organization, the appro- 
priate amount of governmental subsidy, even where the 
organization is precluded from paying a benefit under its own 
tules. 


In a number of circumstances an organization, because 
of actuarial considerations, does not pay a benefit to its 
members. For instance, there is the usual condition that a 
member must go through a probationary or waiting period, 
usually two months in ordinary cases, and nine or ten months 
in confine cases. Most organizations have a maximum 
amount which can be drawn on their funds during a calendar 
year. Then again, organizations will not usually pay a 
benefit for treatment of certain chronic disease, or for treat- 
ment of a complaint the symptoms of which were in evidence 
at the time of joining. We propose to make the govern- 
mental subsidy available to members of organizations in all 
these cases. Thus a man may become a member on his way 
to the doctor and be eligible for the grant. 


Our view is that this will have a twofold effect: Firstly, 
voluntary insurance will be made very attractive. The man 
who would not ordinarily be bothered to join an organization 
will see the advantages, and once he becomes a member we 
think he will continue membership. Secondly, some portion 
of his medical expenses will be met by the government, ano 
thus he will be relieved of the expense to that extent. From 
a financial point of view, the grant may often exceed his 
yearly contribution. We also think that the governmental 
grant will enable the organizations to liberalize their exclusion 
conditions. 


In order to cope withthe ‘‘in and out’’ person, that 
is, the man who pays one or two contributions to ap 
organization to obtain the governmental grant and then 
drops out, we propose to follow the practice of the organiza 
tion. If a member is in arrears with his premium but .< 
still regarded as being financial by the organization, the 
governmental subsidy will follow along with the organization’s 
benefit. However, where the member becomes unfinancial 
under the organization’s rules, and the organization refuses 
to pay a benefit until the arrears are paid, the governmental 
subsidy will also be withheld. Of course, an unfinancial 
member who pays his arrears will immediately be eligible for 
the governmental subsidy. 


“‘Unable’’ Section of the Community—A question 
sometimes asked is how is it intended to cover those people 
unable to join the voluntary prepaid insurance organization? 
These may be divided roughly into two groups: Those who 
are financially able to contribute as members of organizations, 
but have been unacceptable for membership in the past 
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because of age or for health reasons, and those who are 
acceptable for membership but have not sufficient finance to 
maintain membership. 

Regarding the first group, the organizations have already 
indicated a readiness to liberalize their rules in the mater 
of age limits, and rarely refuse membership on the grounds 
of ill health. They may, of course, make the membership 
conditional, but it has already been explained that the 
governmental subsidy will flow to the patient in these cases. 

The second group, that is, the indigent class, presents 
more difficulties, but in Australia the great majority of these 
are already provided for under the Pensioner’s Medical 
Service which takes care of age, invalid and other pensioners 
and their dependants. It is estimated that not more than 
about 5 per cent of the population will consist of indigents 
who are not already covered, and consideration is now being 
given to ways and means of reaching these people. It is 
thought that the solution will be either by way of subsidy 
through the organizations or by direct screening and subsidy 
by the Government. 

InsurRaNcE AGarnsT Hospitat Costs 

The principle of prepaid voluntary insurance, similar to 
that proposed for medical expenses, is being applied in 
Australia in regard to hospital costs. 

The several preventive measures I have already outlined, 
by lessening the incidence of sickness, will improve the 
position of hospital finances generally and the accommodation 
position. 

A still further improvement is being brought about by 
encouraging domiciliary treatment of minor illnesses. I have 
mentioned in passing the domiciliary treatment of pensioners 
and their dependants which is achieved by an arrangement 
with the Australian division of the British Medical Associa- 
tion, under which this group receives free treatment and free 
medicines, and the doctor is remunerated by the Government 
on a concessional fee-for-service basis. 


When hospitalization is inevitable, however, we are 
meeting the position by an extension of the prepaid insurance 
principle. By joining a voluntary non-profit-making organi- 
zation which handles hospital insurance, a person or any of 
his dependants will become entitled to a governmental grant 
of 12/- (twelve shillings) per day towards the costs of 
hospitalization. As there is a requirement that the voluntary 
organization must provide at least six shillings per day, a 
minimum of eighteen shillings per day is available to meet 
the hospital costs. In actual practice the total insurance ic 
something more than that sum. 

As in the case of medical benefits we believe that abuse 
is best avoided by leaving some portion of the hospital costs 
to be paid by the patient. 

Further, as in the medical benefits plan, the govern- 
mental daily grant will be available to insured persons in 
circumstances where actuarial considerations preclude the 
organizations from paying benefits from their own funds; for 
instance, during waiting periods, or where the maximum 
period under the organization’s rules has expired, and for 
specific disqases not recognized by the organization. 

SUMMARY 

In summing up we think: — 

1. That emphasis should be placed on the preventive 
side of medicine. This is particularly important in a country 
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where there are shortages of hospitals, hospital staffs and 
hospital equipment. 

2. A health service should extend to all sections of the 
community. Therefore governmental grants-in-aid should be 
available to all the people. 


3. In order to avoid abuse, and thus allow financial aid 
and medical services to be used to the fullest extent in 
genuine cases, the patient should meet a small part of actual 
expenses when they are incurred. 


4. A successful health service requires complete co 
operation between governments, the providers of the service 
and the people. 


We are convinced a health scheme which satisfies all of 
these fundamentals will operate more smoothly than one 
which antagonizes certain sections, and which leaves a large 
body of the community without adequate cover against the 
risks of sickness and disease. 


WHAT TYPE OF A DOCTOR, DO YOU WANT? 


“What type of a doctor do you want?’’ was the subject 
of a speech delivered by Dr. Chamanlal Mehta, m.B., B.s., 
F.R.F.P.S. (GLAS.), before the Bombay Rotary Club on 13-5-52. 
He said: 


Health is one of the primary necessities of the people 
and yet in India, it is the subject least thought of by the 
Governments and the public. I chose to bring my question 
to you and through you to the country, as the future progress 
in health and prosperity in the country will depend on the 
answer to my question—‘‘What type of a Doctor do you 
want?"’ This is one of the most important problems before 
the people and the present is the most opportune time for its 
consideration. The new Legislative Bodies and the Ministers, 
if told right at the beginning of their term of office what 
people want, it would facilitate their work and they would 
avoid doing something against the wish of the people. 


The Health Survey and Development Committee— 
popularly known as the Bhore Committee—reported in 1946 
that the state of public health, in India was low as was 
evident by the wide mortality in the community as a whole 
and in particular among such vulnerable groups as children 
and women in the reproductive age period, the expectation 
of life was low and incidence of preventable diseases was 
high. Malnutrition and under-nourishment reduced the vita- 
lity and power of resistence of an appreciable section of the 
population. The existing Health Services were altogether 
inadequate to meet the needs of the people; while lack of 
general education added materially to the difficulty of over- 
coming the indifference and apathy with which the people 
tolerated the insanitary condition around them and a large 
amount of sickness that prevailed. They very strongly 
pressed on the government the necessity to take immediate 
steps to improve the condition of the people and help them 
to promote positive health. They also drew the attention 
of the government to the great inadequacy of the Health 
Personnel. The country required a large number of doctors. 
They recommended long and short term measures to produce 
more doctors in the country. 
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Prior to the achievement of Independence, we accused 
the British Government of negligence, callousness and selfish- 
ness in not paying proper and adequate attention to the health 
needs of the people 


On India coming into her own in 1947 and popular 
Governments coming into power both in the centre and state 
legislatures, this question of increasing the number of doctors 
in order to give adequate medical and public health service 
to the country, was taken up by them; but the country’s 
finances will not allow them to implement the recommenda- 
tions of the Bhore Committee in all its aspects. The report 
was an excellent one. It contained a fund of information and 
a number of suggestions. The National Ministries hadn't even 
the patience to study the report properly and it was put on 
the shelf. Unfortunately, the Public Health, Medical Relief 
and medical education were transferred to the State Govern- 
ments. The nationalism of the ministers of the state 
appeared to mean, in this sphere, revival and consecrati@@ 
of the old heritage of the people of India, I mean, 
Ayurvedic system of medicine. A demand was also 
by the practitioners of indigenous systems of medicine to gi 
them recognition and encouragement. 


In good old days, when India was the only coun 
civilized and intellectually advanced, we had a highly dev 
loped system of medicine, which not only supplied -the 
of the country, but became a source of inspiration to oth 
nations like Greeks and Egyptians. Greek and Unani syst 
of medicine have their foundations on the teachings 
Ayurvedic medicine. 


Since 


the days of invasion of India by foreign powers 
along with the general deterioration of the people and of 
their prosperity, the Ayurvedic system of medicine came to 


a standstill first and deteriorated later. While this was the 
state of affairs in India, Europe went ahead making use 
of the knowledge we had originally imparted to them. The 
modern medicine is the result of long experience, vast experi- 
mentation and solid research on the old teachings. During 
this process of development all that could not stand the 
scientific test was eliminated. The rest was accepted and 
studied further. New ideas, new theories, new diagnostic 
methods, and therapies were put into practice. Whatever 
could not come upto the mark of scientific study and whatever 
was not found beneficial was again thrown off. Thus the 
evolution in medical science goes on non-stop. In the words 
of Shri C. B. Gupta, the Ex-Minister of Health, U.P. and a 
great lover and respector of Ayurvedic medicine ‘‘the 
Western medicine to-day is only a modern version of what 
Charak and Shushrut practised and taught in this country 
centuries ago. Progress has been made since those masters 
practised the healing art. Progress has been made in coun- 
tries other than our own, but there is no reason to conclude 
that modern scientific medicine is materially different from the 
Hindu Healing Art. Only the toddler has grown. The 
child has come to age. Great progress has been made in 
the domain of the healing science and we, who gave Ayurved 
to the Greeks and to the world cannot afford not to benefit 
by what the world has to give to us to-day. We cannot 
refuse our masses the benefit of modern surgery, bacteriology, 
x-ray, radium and hundred useful medicines like vitamins, 
hormones, sulphonamides, penicillin, streptomycin, etc. We . 
cannot say that the system is European and that it is not ours, 
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that it is foreign to our soil. Science belongs to the entire 
world. It does not belong to a people, a country or a conti- 
nent. The Russians, the French, the Germans, the English, 
the Americans, the Japanese and the Australians practise the 
same system of medicine. They never say that it is not 
theirs and that they will practise only the indigenous system. 
How can then we act otherwise? If we have to serve and 
save our millions, we cannot afford to be narrow-minded. 
This will be like cutting our noses to spite our faces. He 
further says ‘‘We have in our Ayurvedic Texts accumulated 
experience of ages. It is the treasure home of rich heritage. 
It is the heritage, which we should explore and make use of 
to our best advantage ; but I would like to stress one thing 
emphatically that any advance, which is not supported by 
scientific investigation and practice should be curbed down. 
There can be no question of any unscientific system supplant- 
ing the scientific system. Whatever is good in Ayurvedic 
and Unani medicine and stands to the test of scientific scrutiny 
must be translated and synthetised in the modern medicine 
and added to the fund of world knowledge.’’ I think no 
better counsel could have been given to the people of India 
and to the medical profession in the country. 


Our Prime Minister and our Central Health Minister have 
repeatedly expressed similar views and sentiments. The Indian 
Medical Association also has clearly expressed their views on 
similar lines. The Association recommended that at least one 
Research Institute with the provision of first class laboratories 
and well equipped hospitals be started in each State, where 
various aspects of Ayurvedic teaching can be scientifically 
tested by the Ayurvedic Pandits with the collaboration of 
men of science. At the end of five years period, the result 
be assayed and whatever is found good be absorbed in the 
modern medical science. It also urged that there should be 
one medical system in the country and one tyfe cf doctors. 
If these views are accepted and implemented, we will have a 
uniform system of medical education and we will be able to 
produce a large number of doctors trained suitably for the 
needs of the country in a much shorter time and at much 
less expense. 

All nations in the world, all universities, medica) eJduca- 
tionists, the World Health Organisation and World Medical 
Association favour medical education of a uniform standard 
and doctors of uniform qualification. The Bhore Committee 
said the same thing. The Chopra and Pandit Committees 
appointed by the Government of India to report on the 
indigenous systems of medicine and suggest ways and means 
to stimulate the study of Ayurvedic and Unani Medicines have 
also expressed their views in favour of a scientific uniform 
system of medical education in the country. 

A Conference of Health Ministers was held under the 
Chairmanship of the Central Minister of Health and addressed 
by the Prime Minister. Inspite of the Prime Mints‘er and 
Central Health Ministers expressing their views in favour of 
evolving a scientific medical system in India and producing 
well-trained doctors who can discharge their respoasibilities 
efficiently, the State Ministers acted according to their own 
preferences and prejudices. You will be surprised that 
though the Government of India appointed a strong com- 
mittee under the Chairmanship of Col. Sir Chopra to report 
on the indigenous systems of medicine, the State Governments 
appointed eleven such Committees for the same purpose. 


The result has been that instead of producing a uniform 
system of medical education and well-trained doctors, we 
have to-day in the country as many as twelve types of doc- 
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tors, recognised and registered by some states, allowed to 
practice—but not registered by others. We have— 


Graduates of modern scientific medicine. 

Licentiates of modern medicine. 

Qualified vaidyas. 

Non-qualified vaidyas. 

Qualified Hakims. 

Non-qualified Hakims. 

Non-qualified Doctors of modern medicine. 

Qualified Homeopaths. 

Non-qualified Homeeopaths. 

Qualified mixtures of Ayurved and modern 
medicine. 

11. Three year trained Doctors of Madhya Pradesh. 

12. Village Vaidya of Madras State. 


In addition to this, Diplomaed Homeopaths, will soon 
appear on the field as the Ex-Minister of Health of a progres- 
sive state of Bombay has made a provision for this class of 
doctors in the Homeeopathic Act, his parting gift to the State. 
All the world over, no homceopath is allowed to practise his 
profession unless he has a basic medical qualification, but our 
ministers think differently. 


SOSIAVEY HH 


If there is any truth in the press report, we in Bombay 
State will have a fourteenth category of doctors added to our 
health armoury by the new Minister of Health, who favours to 
have a Diplomaed Ayurvedist. It requires serious considera- 
tion how each of the above categories of doctors can serve 
the people and how useful or dangerous they are likely to be 
to the country. 


The Ministers of Health, when asked as to why they were 
producing such inferior types of doctors, their answer was 
that people wanted them and that they were good enough for 
the rural areas. The rural population had never had the 
benefit of any medical relief except perhaps a non-qualified 
village Vaidya. They had neither education nor any oppor- 
tunity of seeing any system of medical relief. How can you 
expect them to express their opinion on the subject ? They 
have no ideas as to what will be good for them. Whatever 
was given to them they accepted without a word of protest. 
Given them a Vaidya and a modern doctor, they will prefer 
the latter. The so-called synthetised products of Podat 
Ayurvedic College are the most inferior types of men of 
modern medicine and none of them is an Ayurvedist. All of 
them practise modern medicine and hardly any one goes to 
the rural areas. Thus it is not true that people really want 
such inferior types of doctors. The second statement that 
the inferior doctors are good enough for rural population is 
most irritating. The State Governments profess to be work- 
ing towards improving the condition of the villages and mak- 
ing the rural population healthy and economically strong. 
If that be so, how can they place lower values on their lives 
than those of urban population ? On the contrary, their 
requirements are for much better trained doctors than those 
practising in urban areas, because they have no facilities for 
consultation or hospitals and other diagnostic aids. It is 
high time the people made clear what they wanted and 
demanded the same. The answer to my question should be 
given by the people in clear and emphatic terms before the 
new Legislatures and Ministers begin to work and we will 
have to guide the people, and help them to give their reply. 
If this is not done, the State Governments with their fads 
and prejudices will bury us deeper in the mire already created 
and then God help the country. 
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NOTES AND NEWS 


WHO FELLOWSHIP PROGRAMME 

1951 was the fifth year in which the WHO fellowship 
Frogramme aided governments by providing opportunities for 
study abroad for selected personnel. During the year, 665 
fellowships were awarded to candidates from 74 countries ; 
511 of these awards were financed by WHO, the remainder 
being administered by the organization but paid for by other 
sources. 

Like other organizational activities, the fellowship 
programme is following a trend towards decentralization and 
regionalization: 66 per cent of the 1951 WHO awards were 
intra-regional. This trend is also reflected in the subjects 
selected for study, these being determined by the needs of 
individual countries as expressed by regional offices or by 
governments. A partial list of the subjects for which fellow- 
suips were granted last year follows ; 


Subject Number 

Public-health administration and related 

subjects 72 
Control of tuberculosis, veneral diseases, 

and malaria ror 
Sanitation 50 
Maternal and child health, posiatrics 48 
Nursing 28 


Other awards were made for studies in rehabilitation of the 
handicapped, health statistics, and industrial and occupational 
health, as well as im clinical and medical sciences and 
euucation. 

An increasingly large number of fellowships are being 
granted for group-training courses, seminars, symposia, etc., 
many of them sponsored by WHO. Of the 1951 awards, 
41 per cent were of this nature. 

Base of Awards—WHO fellowships are available to 
(1) Member States and Associate Members of WHO, (2) 
trust and other territories for whose international relations 
WHO Member States are responsible, and (3) territories 
administered by international authorities established by the 
United Nations. 

They are intended to provide opportunities for training 
which it is not possible to secure in the countries of the candi- 
dates for fellowships, to be an integral and essential part of a 
project or programme planned by a government, and to assist 
in strengthening health services and thereby to raise the 
general level of health within a country. They are usually 
awarded for not more than one year nor for less than six 
months, except in the case of special short-term fellowships 
of 30 days’ duration for a participation in group-training 
courses sponsored by WHO. 

An application for a fellowship should be submitted 
directly to the candidate’s government. Applicants for short- 
term fellowships are generally nominated by their health- 
acministrations, the request being sent to the director of the 
WHO regional office of the region in which the candidate's 
country is situated. 

Qualifications of Candidates—Candidates for fellawships 
should meet the following qualifications : 

1. They must have not less than two years’ experience 
in the subject they wish to study. 2. They must have 


exhausted the opportunities available in their own country 
for study of that subject. 3. They must choose for study 


“whom work was done ; 


a subject directly connected with the health programme of 
their country, preference being given to applicants for training 


which is necessary for a specific project. 4. They must 
undertake, in writing, to continue in, or enter the service of, 
their national health-admi or a technical institu- 
tion approved by it—for at least the first three years after 
their fellowship. 5. Normally, they should not be over 55 
years of age where the retiring age is 60 or above, nor over 
50 where the retiring age is below 60. 6. They must be able 
to speak, read, and write the language of the country in which 
they propose to study. 

Reports required—Fellows are required to submit certain 
reports to WHO during, and after, their period of study: 
a monthly report, describing the activities of the month and 
listing the institutions visited and the principal teachers under 
a final report, upon completion of 
the fellowship, giving a comprehensive account of the studies 
and an evaluation of what was learned, in relation to its 
possible application to future work ; and semi-annual reports, 
to be submitted for two years after the fellowship ends, 
describing the Fellow’s duties in his post and telling how 
is able to apply what he learned during his study period. 
Governments are also requested to report, two years after 
completion of each fellowship, on how the Fellow has been 
employed since his return, how he contributed to the national 
health-programme, and what further use the government 
intends to make of his services. 


Publication by fellows—WHO has the first right to 
publication of any paper which a Fellow writes on work done 
during his fellowship. A paper which is not considered 
suitable for publication in one of the Organization's periodicals 
is returned to the Fellow, who may then submit it to other 
journals, provided he states that the work was done under 
a WHO fellowship but that the observations made, and 
the opinions expressed, are not necessarily those of the 

Information booklet available—To meet the need for a 
ready source of information concerning its fellowship pro- 
gramme, WHO has recently published a pocket-size booklet 
for the use of governments and prospective Fellows. Included 
in this booklet are details concerning the purpose and objec- 
tives of the programme, the award and duration of fellowships, 
selection of candidates and required assurances, travel 
arrangements, payment of stipend, publications by Fellows, 
reports, fellowships financed by other sources (UNICEF, 
TEAD, etc.), and forms for application—The Chronicle of 
WHO. 


atic 


MADRAS MEDICAL COUNCIL 


At a meeting of the Madras Council of Medical Registra- 
tion held on 23rd May, 1952, Dr. D. V. Venkappa has been 
elected President of the Council. Dr. Venkappa is a well 
known figure in the medical profession of this state and a 
veteran office-bearer of the Indian Medical Association. 


WEST BENGAL COUNCIL OF MEDICAL 
REGISTRATION 

Extracts from minutes of meetings : 

Government Notification regarding recognition of the 
L.M.F. qualification of the East Bengal Faculty (East 
Pakistan) obtained prior to July 1950 was recorded. (Ref : 
meeting dated 27-2-1951). 

The decision of the Government of India rescinding the 
condition of scrutiny by the Factory Medical Officers of the 


: 
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medical certificates issued to non-gazetted employees of the 
Ordinance Factory at Ishapore was recorded. (Ref: meeting 
dated 21-8-1951). 
The foliowing diplomas were recognised as registrable 
as additional qualifications. (Ref : meeting dated 21-8-1951). 
(1) D.O.M.S. of the Calcutta University. 
(2) Diploma in Industrial Health of the Royal College 
of Physicians and Surgeons, London. 


REDUCTION OF MEDICAL EXPENSES 


Dr. A. D. Mukharji, m.t.a., Editor, Journal of I.M.A. on 
13th May, 1952, while speaking at the Rotary Club, Calcutta 
on reduction of medical expenses of middle class families 
said :-— 

The ideal conditions for reduction of medical expenses 
of an average middle class person in this city of Calcutta 
would have been the introduction of a comprehensive national 
health insurance scheme by the State. This would have 
ensured the supply of medical aid and accessories to treat- 
ment, either free of cost or on payment of a reasonable 
contribution, which is expected to be paid by the people 
without any murmur. 

But circumstanced as we are it is not known whether 
such a laudable scheme would ever be introduced here. 
But before the introductjon of such a scheme, I would think 
that opening of co-operative treatment centres on community 
or regional group basis in this city would reduce the ex- 
penses considerably. In such a centre there should be some 
qualified medical men who would see patients free of charge 
at the clinic and prescribe medicines worth not more than 
a rupee to be supplied to the patients. Balance of the cost 
of medicines worth more than a_ rupee is to be paid for by 
the patient's family. The Doctor would get a fixed allow- 
ance for this service and would visit patients in their residence 
at reduced fees fixed by the treatment centre. The sum 
total of this scheme would be an assured minimum remunera- 
tion for the doctor and considerable réduction in medical 
expenses of the family. The centre should also arrange for 
specialist treatment by experts at considerably cheaper rates. 
For this it would be necessary to get a group of families, in 
a particular area, working together on a co-operative basis. 
I know of such community treatment centres being run in 
this city of Calcutta quite successfully. 

To get positive health for the posterity and reduction of 
the medical cost, other factors have also to be considered 
e.g., sufficient supply of wholesome and unadulterated food- 
stuff with adequate caloric value for the people. Government 
and Municipal agencies must keep vigilance on adulteration 
and inflict deterrent and summary sentences on the anti-social 
elements who indulge in adulterating foodstuffs. For the 
maintenance and improvement of nutrition of the children, 
the problem of the supply of pure milk in adequate quantity 
must be tackled first. Either the Government or the 
Corporation or both jointly should open model dairies outside 
the city limits of Calcytta and supply to the people pure 
milk at a reasonable rate. To ensure positive health the 
living conditions of the people must also engage the attention 
of all concerned. The present over-crowded and ill-ventilated 
housing conditions should be changed. For this, model 
houses on co-operative basis should be constructed either by 
the middleclass population or by the Government and the 
statutory Improvement Trusts jointly to give the people 
more hygienic living rooms with sufficient air-space and 
sunlight providing for green grassy belts in between. In this 
connection personal, domestic and environmental hygiene 
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should also be considered as important factors. Modern 
trend of medicine is to focus attention more on the prevention 
of diseases than their cure. I would therefore suggest that 
conditions should be introduced where the incidence of disease 
can be reduced to the minimum which will ultimately lead 
to the automatic reduction of the medical expenses fdr the 


average family. 
ALL-INDIA MEDICAL LICENTIATES CONFERENCE 


Dr. Manohar Lal Kapur, President of the 38th All- 
India Medical Licentiates’ Conference held on 24th December, 
1951 at Meerut in course of his address said: 

‘* There is an imperative need for arriving at a standard 
and type of Medical Education that would produce a sound 
general practitioner. The present standard laid down by the 
Indian Medical Council as stated in the preamble to the Act 
is for controlling and establishing a minimum higher standard 
of medical education and qualification. Like other Medical 
Councils in European countries and America, the Indian 
Medical Council should lay down the uniform minimum stan- 
dard of medical education and qualification. Our Associa- 
tion stands for uniform standard of medical education and 
qualification in the interest of Medical Science and effective 
Medical Relief and above all in the interest of the consolida- 
tion of the profession in our country.” 

Regarding the Indian Medical Council, he said; ‘* The 
I.M.C. Act 1933, which divides the Indian Medical profession 
into exclusive castes and which keeps a large majority of 
medical men outside the pale of the Act, is the blackest deed 
of the foreign rulers who ruled the country till 1947. This 
piece of legislation was enacted against the universal opposi- 
tion of the Indian medical profession. “It is common know- 
ledge that the Act was so constituted as to please the 
vagaries of the British Medical Council. 

The Act of 1933 has done immense harm to the body 
medical of this country. The licentiate medical men who are 
eligible for registration on the Provincial ysegisters have no 
place in the Indian Medical Council. The Medical personnel 
who have the ability, integrity and intelligence to practise 
the art of healing on the state scale have been designated 
as non-registrable under the I.M.C. Act, 1933. This is a 
piece of curious logic and the misfortune is that this inequi- 
table piece of legislation is on the statute even though the 
administration of the country has gone into the hands of 
our kiths and kins. 

He also discussed the questions of unitary type of 
medical services, A.M.C., indigenous systems of medicine and 
family planning, and requested Licentiates to participate in 
the WHO, as he hoped that through this organisation, the 
nations of the world would come still closer and pave the 
way for the lasting solution for the maintenance of positive 
health and prosperity of mankind. 


CORRESPONDENCE 


The Editor is not responsible for any views 
expressed by contributors 


A CASE OF SUB-ARACHNOID HAEMORRHAGE 


Sir,—The following annotation is submitted as an 
interesting report for your publication if you so desire. I 
have not found any similar episode in the limited literature 
at my disposal. 
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admitted to the Tata Main Hospital for tuberculosis. On 
admission, apart from the signs, symptoms and radiological 
evidence of a tubercular infection at the upper zone of the 
right lung, he had no other abnormal findings. He had 
a history of giddiness occasionally. He was given morphine 
grain 1/4, atropine sulphate grain 1/100 on 28-7-50 at 9-30 
a.M. An A.P. needle was introduced into the chest under 
novocaine 2 per cent infiltration. The pleura was found to 
be markedly thickened and the A.P. was abandoned. At 
11-30 P.M. I was called to see him when he was found 
unconscious. He was restless. Cranial nerves—nothing found. 
Limbs slightly spastic. Extensor plantar response on the 
right side with absent abdominal reflexes. K. J. and A. J. 
+. Lumbar puncture revealed a fluid uniformly stained 
with blood. The c.s.f. report was:—Freely mixed with 
blood; R. B. C.s numerous; organisms—anil; no A.F.B. seen. 
The case was also seen by Lt.-Col. Khan, Physician in charge, 
who agreed with the diagnosis of sub-arachnoid hemorrhage. 
The next day the lumbar puncture was repeated to confirm 
the diagnosis. A full blood picture revealed: Total WBC 
1@200; poly. 87 per cent and lympho. 14 per cent. Cisternal 
puncture also revealed blood mixed with c.s.f. 

The patient became very boisterous and had to be kept 
under paraldehyde sedation. The lungs showed only the 
previous signs of an infiltration at the right upper zone. 
On 31-7-50 he recovered sufficiently to recognise people and 
asked for water etc. 


At this time investigation revealed :— 


Serum calcium 10-9 mgm%. 
Bleeding time 1 minute 30 seconds 
Coagulation time 3 minutes 50 seconds 
R.B.C.  3°8 million 
Hemoglobin ove II gm. 

CV. 35 

M.C.V. 

M.C.H. 2g rr. 

M.C.H.C. int 31% j 
W.B.C. awe 14,400 

Poly. 77% 

Lympho. pen 21% 

Eosino. x 2% 

Platelets 2,00,000 


He improved slowly and was discharged on 10-8-50. 
Subsequently I learn that he was never quite normal mentally. 
He had occasional convulsions and die@ on 14-12-50 at his © 
native place after a convulsion the previous day. 

I freely admit that tuberculosis, A.P. etc., and the 
subarachnoid hemorrhage were probably a mere coincidence. 
I can find no reference to it in the literature except that 
tuberculosis is mentioned as a contributing factor in the 
etiology of subarachnoid hemorrhage. 

I am not prepared to say that the hemorrhage was a 


complication of A.P. but it is an interesting coincidence. I 
am etc. 


Tuberculosis Medical Clinic, : 
Tata Iron & Steel C.C. Main Hospital, 
Jamshedpur, 10-1-1952. 


M.R.C.P., T.D.D. 


CORRESPONDENCE 


24-1-1952, 
Calcutta. 


Case Report—N. Rao—Telegu, male, aged 46 years was A CASE OF ALLERGIC SHOCK FOLLOWING INJECTION 


OF VITAMIN B, 


Sir,—On 4-1-52 at 10-30 a.m. I was called in to see 4 
patient B.D. of Bilasipara aged about 35 years at her 
Calcutta residence for some minor ailments such as acidity, 
indigestion and general depression. On examination nothing 
abnormal could be detected except the subjective symptoms 
stated above. After a discussion with her I gave her an 
injection of 1 c.c. of thiamin chloride 100 mgm. per c.c. 
intramuscularly at 10-45 A.M. 


To my utter surprise and dismay, within 30 seconds of 
the injection she began to complain of a severe burning 
sensation all over the body even within her generative organs, 
dryness of the tongue, dyspnoea, nausea and extreme agony 
of indescribable nature. She was at once made to lie down 
on the adjacent coach and in a moment complete unconscious- 
ness prevailed. There was no pulse at the wrist, the 
extremities were cold and eyes rolling with conjunctival 
reflexes almost nil; respiration short, shallow and stertorous 
with froth coming out of mouth and nostrils; Heart sounds 
muffied, almost inaudible. Apparently she was in a state 
of complete collapse and hovering between life and death. 

I at once started giving injections of cardiorespiratory 
stimulants and analeptics one after another in quick succes- 
sion and arrangements for saline transfusion and oxygen 
administration were also made. After 45 minutes an injec- 
tion of percorten 10 mgm. was given. At about 12 o'clock 
she regained her consciousness to some extent with the return 
of heart sounds but otherwise she was as low as before. 
Continuous oxygen was administered with the stimulants. 

At 1-30 p.m. the pulse could be felt at the wrist and 
respiratory and other distresses were on the wane. At 3 P.M. 
there was all round improvement in her general condition 
but not without extreme prostration. 


On the following day, the improvement in all respects 
was well maintained but she began to have incessant and 


profuse watery discharge P.V. with fishy odour. This was 
probably due to the hyperemic condition of the cervix and 
capillary hemorrhage within the tissues after shock. Subse- 
quent progress of the case was uneventful. 


My intention to publish this case report, of course with 


the kind permission of the patient herself for which I am 
grateful to her, is to ascertain from the profession the 
-incidence and frequency of suca accidents and their causation. 
I am etc. 


BisunupaDa BaNERjI, M.B. 


MEDICAL ETHICS AND RESPONSIBILITIES 
Sir,—I shall be highly obliged if you kindly publish this 


letter in your esteemed Journal. 


I have read the letter of Dr.'S. K. Bhattacharya pub- 


lished in the February 1952 issue ‘of the Journal and think 
it necessary to express what I feel regarding it. 


A letter, published in the organ of the I.M.A. which is 


a member of WHO is read by the medical profession 
of the whole world and one can’ guess how it will reach. 
We should not write anything which lowers the dignity of 
F. J. Bumort, M.B., 8.s.; our noble profession in India. I protest against the publica- 
tion of such a letter. Medical men of our country maintain 
the highest form of professional conduct by all the means in 
their power. 
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How medical ethics in its truest sense can be maintained 
in a country, where 75 per cent of the population are illiterate 
and quack-minded, where the doctor cannot attend his 
patients in time especially in rainy season for want of good 
roads and where there are no laboratory facilities? Does 
our learned friend know that penicillin is being injected in 
cases of pernicious malaria and other life-saving antibiotics 
and sulpha drugs used right and left by the quacks? Does 
our friend know that cases like tetanus and eclampsia are 
treated by witchcrafts with the idea that the patients are 
haunted by ghosts? The hundred years of foreign rule have 
made us like this. What we want actually are mass educa- 
tion, to make them health conscious and abolition of quack 
system by our National Government. Our noble profession 
in India is going ahead and doing its duties to the suffering 
humanity inspite of thousand difficulties in the way. I am 
etc. 

Saroy Kumar CHATTERJEE, 

Hony. Secretary, 
1.M.A. Kotalpur Branch. 


8-4-1952. 


MYOTONIA CONGENITA 


Sir,—Re: the case note ‘‘Myotonia Congenita’’ by Amal 
Chakraborty, m.p. (cat.), published in the April issue, 
J. Indian M. A., 21: 314, 1952, the author writes “‘ only 
one case appears to have been recorded so far (Amir Chand 
and Chutaki, 1945). May I draw the attention of the 
author to an article ‘‘ A case of Myotonia Congenita’’ by 
S. C. Chatterjee, published in the J. Indian M. A., 5: 111, 
1935. I am etc. 


Calcutta, 
29-4-1952. S. C. CHATTERJEE, M.B., 


M.R.C.P. (LOND.), 


REVIEW 


THE COST OF HEALTH—By Ffrangcon Roberts, m™.p., 
First edition, 1952. Published by Turnstile Press Ltd., 
1o Great Turnstile, London, W.C. 1, pp. 220, Price 16s. 

Plans, like pet children, bave a way of not moving on 
the rails designed for them by their fond authors. Plans 
almost grow a personality and blaze unpredictable trails. 
This has happened with the famous—and perhaps the most 
discussed plan of recent time—Beveridge plan which was 
later embodied in the National Health Service Act of 1946. 

The Beveridge Report in 1942 estimated the cost of a 
comprehensive health service for the U.K. at {170 m. and 
predicted the development and the consequent reduction in 
its need, would cancel out leaving the cost unchanged in 

1965. The present cost would come to much more than 

£400 m., had the Treasury not imposed the ceiling at that 

figure. In fact, the met expenditure in 1950-51 came to 

£500 m. 

But ‘‘ even the official cost of the Service does not tell 
the whole tale, for it takes no account of the inadequacy ot 
the service provided in relation to the demand. Dr. Roberts 
advances four possible explanations for this “* paradox ’’: 
first, the conquest of diseases may be more apparent than 
real; secondly, the advance of medicine rapid as it is, is not 
enough to catch up with the incidence of ill-health; thirdly, 
the provisions made for treatment are not a true index of 
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the incidence of ill-health; and fourthly, the advancement of 
medicine itself may paradoxically increase the incidence ot 
disease. 

Dr. Roberts has marshalled a mass of formidable data 
in this volume under review, to show that during the decade 
after the publication of the Beveridge Report, medicine las 
made vast strides. Not only that, the rate of progress itself 
is increasing. To borrow the cosmogonist’s terminology the 
world of medicine is expanding explosively. In such a set-up 
the cost of any health service is bound to imcrease by leaps 
and bounds, till it comes to such a figure that no Govern- 
ment can bear the burden. The question, ‘‘ How much 
health a nation can afford?’’ Dr. Roberts asks is therefore 
very pertinent. 

~ Altogether it is a serious book for the serious reader. 
It has proved of absorbing interest to the reviewer. 

Incidentally Dr. Roberts has slipped up when he says 
(p. 48): ‘‘ The cause of scurvy is the absence from the diet 
of one of these vitamins (vitamin A).”’ 

S.P.C. 


YOUR QUESTIONS 


Correspondents should give their names and addresses 
(not necessarily for publication) and include all rel t details 
in the questions which should be typed. Questions of medical 
interest only will be acceptable for this section, They should 
be sent in @ separate envelope marked ‘‘ Your Questions.” 
Questions of general interest will be published in preference. 
Lack of space precludes answering all the questions received. 


Q. x. Do small doses of Penicillin produce resistance in 
the organisms? 

I have found that a single dose of Penicillin 200,-co 
units at a time brings about a cure in cases of Pneumonias 
in infants. 

2. Can there be any idiosyncrasy in them? 

3. Is there any difference in the dosage of Penicillin 
according to age? 

4- Is there any necessity of giving the Penicillin every 
three hours? 

Ans. 1. Yes, certain organisms produce penicillinase 
which inhibits penicillin activity. This may be natural with 
certain organisms as in the case of E. coli, some strains of 
Staphylococci. But this may also be acquired in organisms 
initially susceptible existing in sublethal concentration of 
penicillin. Another factor which should be appreciated is 
that antibiotics in sufficiently low concentrations may act as 
biotics, enhancing the growth of the organisms. 

2. Idiosyncrasy to penicillin is rare. Since purification 
of penicillin such reactions have been extremely rare with 
cystalline penicillin. Very rarely though, rashes (urticarial) 
may appear during the course of penicillin administrations 
exactly mimicking serum sickness. Such reactions, however, 
are not uncommon with procaine penicillin. : 

3. No: Even children are given fairly high doses of 
penicillin parenterally. It is not essential to stick to the 
method of calculation of the dose on the basis of body weight 
(1,000—1,500 units per Ib. body wt.) in children. 

4. No: In many infections fairly satisfactory results 
are obtained by giving the injections 8 hourly (200,000 units 
1.M.) or even 12 hourly in doses of 300,000 units I.M. 
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Angioneurotic Oedema 
Celiac Disease 
Osteomalacia 


Hay Fever 


Asthma 


For oral, intramuscular or gubcutaneous use. 


The oral product contains : The injection product contains : 
0.85% collvidul calcium oleate 0.85°%, colloidal calcium oleate 
250 I.U. visamin D per teaspoonful. 5,000 I.U. vitamin D per mi. 


Recommended for the prophylaxis and treatment 
rickets and osteomalacia; as an adjunct to treatment 
pulmonary tuberculosis and ceeliac disease; and 
control of dental caries. Has been used successfully 


PACKINGS. Oral 4 0z., 20 oz., 80 oz. bottles. 
Injection 1 ml., 2 ml. amps. 15 ml., 30 ml. R.C. vials. 


x CROOKES LABORATORIES LIMITED (incorporased in 


COURT HOUSE + CARNAC ROAD + BOMBAY 2 
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A STEP FORWARD BY 
THE INDIAN PHARMACEUTICAL 
INDUSTRY 


The synthesis of the y 
and easily assimilable dou salt of 
caleium—HI-GLUCON® for ‘parenteral ad- 
ministration, hitherto imported in India, 

bas been a subject of constant research for 
Indian scitmtists. The Research Laboratory 

of Hind Ghemicals Ltd. has since syntheStsed 
the same for the first time in India and the 
product after passing the necessary clinical 
and pathological tests in the hospitals is 
offered to the.profession in strengths of 5% 
- '~and 18% in 5 cc and 10 cc ampoules. 


of 
plucOnate are better tolerated and assimilated than 
those of calcium gluconate due to the much 
higher solubility of the complex compound. 


: 


HIMD GHEMIGA!< KANPUR, 
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(Biologica: 
Serer 
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T.C.F. Vitamin C. 
(l-ascorbic acid) acts as 
an exeellent cell tonic 
- through the segulation of i 
cetiular metabolism and the 
maintenance of intercellular 
substance. 
TABLETS: Each tablet contpine 
Available ia beatae of 100, 
500 oud 1000 tablets. 
ao 100, mgs.. 
in boxes of 6, 25, SP and 
empoviles of 2 and 3, 
50 gad 1QQ of Sag 
TEDDINGTON CHE™ ICAL FACTOPY LTD. | 
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‘OSSIVITE’ 


children to-grow 


The expectant mother needs‘Ossivite’ 
to offset the expenditure of calcium 
and other minerals during pregnancy. 
The growing fetus needs ‘Ossivite’ to 
develop into a healthy babyewith strong 
bones and limbs. The rapidly growing 
child should have ‘Ossivite’ to supple- 
ment the defici of calcium and 
other bone mine in today’s diets. 


Wyeth’s ‘Ossivite’ ignatural Bane Meal 
with added vitamins. Two capsules of 
‘Ossivite’ twice daily after meals is the 
usual dosage, but this may be varied to 


an & suit the calculated deficiency relative to 
cae Nagy the diet of the mother or child. 
mer CAPSULES 


Available in bottles of 60 copsules 


JOHN WYETH & BROTHER LIMITED, LONDON 
Oistributors in india and Burma: GEOFFREY MANNERS & COMPANY, LIMITED 
Bombay - Calcutta - Deihi - Madras - Rangoon 
Pakistan: GEOFFREY MANNERS & CO. (PAKISTAN) LTD. Lahore-Karachi-Chictagong 


Ceylon: MILLERS LIMITED, Colombe. 
Malaya: ANGLO-THAl CORPORATION LIMITED, Singapore & Sranches 
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*>HOECHSTs 


A progress in the therapy For exact individual dosage, 
of allergic diseases particularly for children 


Antihistaminic and Antiallergic Preparation 
powerful / well-tolerated 1/5 th the dose of Avil tablets 
p-aminosalicylate of 1-phetiyl-1-pyridyl- 
Supplied in packings of 
10 tablets of 50 mg. each / 20 tablets of 50 mg. each 
5 ampoules containing 2 cc i.e. 50 mg. each Hospital packing 250 tablets 


| 


FARBWERKE HOECHST 


Frankfurt(M)-Hoechst -Germany 


>HOECHSTs 


For the treatment of Tuberculosis 
AminoxX PAs -HOECHST.« 


Sodium salt of p-aminosalicylic acid in a highly purified form 
A progress in PAS medication 
Aminox Tablets 
With protracted solubility 


Improved tolerance 
Avoidance of the unpleasant PAS taste 


PACKINGS: 
Box 200 tablets Box containing 50 slabe 
{1 tablet contains 0-41 g. Aminox i.e. 0-3 g. PAS) (1 dlab contains 4-1 g. Aminoz i.e. 3g. PAS) 


@) FARBWERKE HOECHST 


vormab Master & Braining 


Frankfurt (M)-Hoechst - Germany 


Sole Importers: FEDCO LTD., 241, Princess Street, Bombay 2. 
Sub : PHARMA TRADING CO. LTD., 8, 4 & 5, Lindsay St., Calcutta 16. 
* INDO AGENCIES LTD., Krishna Vilas, Vepery, Madras 7. 
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OUR CUSTOMERS 
ABOUT OUR G2 NEW LINES 


PHILIPS | | 


Binocular Model. 


Monocular Model. 


AS WELL AS 
OUR ESTABLISHED RANGE OF 
OPERATION TABLES AND HIGH 
PRESSURE STERILIZERS 


From G.S. MASCALL SON & CO. LTD., LONDON. 


2) THE SURGICAL INSTRUMENTS AND SUPPLIES OF 


MULLER. AG. HAMBURG 


X-RAY & MEDICAL DEPT. 


“PHILIPS HOUSE", CALCUTTA 20. 


HOSPITAL EQUIPMENT DIVISION 


ELECTRICAL CO. (INDIA) tte. 


BOMBAY © MADRAS © DELHI © LUCKNOW KANPUR. 
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Gas, Stove and Electric Portable Vertical & Horizontal 
High Pressure Sterilizers. High Pressure Sterilizers. 
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TIC. RELIEF 
OF INFLUENZA 


An outstanding advantage of Veganin is the rapidity 
ef its action. In influenza, headache and muscular pain are 
promptly alleviated; the temperature is reduced; exhaustion 
and restlessness yield to Veganin’s sedative influence. The 
distressing “ influenzal cough” is relieved and beneficial sleep 
ensured. Veganin, thus, conserves the patient's defensive energies. 


MARTIN & HARRIS, LTD., 


Bombay, Madras, 2nd Delhi. 


Mercantile Buildings, Lall Besar, Caleta. WILLIAM BR. WARNER & CO. LID, 


Prepared by 


London, England. 


MANUFACTURED 
C.F. KIRK CO., 


NEW YORK U.5.A. 


STANDARD DRUG & CHEMICAL CO. 


174 HORNBY RD. FORT BOMBAY 


Rams “UTEROD 


~BRONKOL 


A Dependable remedy 


for Asthma 
G 
Chronic Bronchitis 
Relieves promptly & cures by 
regular use 
° 


Compositions:— Ephedra, Saussurea 
Lappa (Kut), Theobromine, Atropine, 
Phenolpbthalein. Phenacetine & Calcium. 


Tropical Chemical Works 


25, Indra Biswas Road, Calcutta 87 
Phone : B. B. 1606. 
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‘AFO IN 
FOLIC ACID & 
MULTIVITAMIN 
TABLETS 
BACH TABLET CONTAINS~ 
FOLIC ACID 5 MO. : 
VITAMIN A 8000 LU. 
VITAMIN D 1000 LU. 7 
THIAMIN HYDROCHLORIDE 12 MG. ‘ 
RIBOFLAVIN 3 MG. 
PYRIDOXINE HYDROCHLOR 2 MG. 
NIACINAMIDE Se MG. 
ASCORBIC ACID 75 MG. 
CALCIUM PANTOTHENATE 5 MG. 5 
VITAMIN E 6 MG. 
YEAST CONCENTRATE 
As also other factors as derived from anfre- 
of Yeast Concentrate. 
- 
be 15, 98,00 too 
cRudE 
tanliy 
TONCENTRA LIVER Extract 
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YOU 


olume 
Subscription may commence 
from any period -Back copies 
may not be available. 


The Mansger, The Antiseptic, Pest Box No: 166, MADRAS-1. 


SUBSCRIPTION : 
INDIA Rs. 1952 


FOREIGN 15/-Sh. 
SINGLE COPY Re. 1/+ in ADVANCE. 


Offices at: 
CALCUTTA» BOMBAY 
20/27, High - Beck +0. St, 
ow. 


PREVENTION 
IS BETTER THAN CURE 


PROPHYLAXIS. When disregard of warning signals 
such as fatigue, loss of appetite and general debility, 
invites respiratory infections, then Waterbury's C d 
will indeed prove timely. 

GENERAL THERAPY. Waterbury’s Compound will 
stimulate appetite, help to improve the blood picture aud 
heighten that rather indefinable state known as a sense of 


well-being. 

THE INTRACTABLE COUGH. The creosote and guaia- 
col in Waterbury’s Compound will prove a therapeutic 
boon. The cough soon loosens and gradually diminishes 
in frequency. 

CONVALESCENCE. Convalescence is stil] a few stages 
removed from complete recovery. It is best to continue 
prescription of Waterbury’s Compound until danger of 


 WATERBURY'S 
| COMPOUND 


Mercantile Buildings, Lal] Bazar, Calcutta. Also at Bombay, Madras and Delhi 
Made by STANDARD LABORATORIES INC., New York and St. Louis, U.S.A. 
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P.A.C. 


Anhydrous Neutral Calcium—para— amino—salicylate 
(C. F. Boehringer & Sons, Mannheim, Germany ) 


TUBERCULOSIS 


PERFECT,{TOLERATION 
EASY SOLUBILITY 
RAPID ABSORPTION 
SLOW EXCRETION 
LOW DOSAGE 


The cost of treatment of a T. B. case can be reduced 
to the minimum by the use of “P. A.C.” 


Doctor, while prescribing neutral Calcium~para~amino~salicylate, 


” 
please write So easy to remember 


Dosage is easy and accurate, P, A. C, being available 


in tablets, 0.5G active substance, and granules with 90°), active substance. 


BOTTLES OF 75, 250 © 1000 TABLETS 
” » 55G © 150G. GRANULES. 
<I, G, dosage measure included in each package > 


for further particulars write to: 


‘NEO-PHARMA LIMITED 


1/110 HAINES ROAD, WORLI, 
BOMBAY 18. 
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REPRESENTING THESE WORLD 
FAMOUS MANUFACTURERS 
OF 


SURGICALINSTRUMENTS, 
HOSPITAL APPLIANCES 


@EST GERMAN & SWEDISH MAKE 
SURGICAL INSTRUMENTS 


WARD ) LOCKERS 


SURGICAL 
LAMPS 


SPECIALISTS IN FHS 
MANUFACTURE OF j ERKA PRODUCTS 
HOSPITAL EQUIPMENT SELLING AGENTS TN INDIA: 


IMPERIAL SURGICAL CO. 


GRANCH OFFICE: PATNA UAPORTERS OF SURGICAL INSTRUMENTS, HOSPITAL SUNDRIES & ELECTRO- MEDICAL APPARATUS 
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Eacillary 


DYSENTERY. 


High local concentrations 
can be safely maintained 


*THALISTATYL ' is practically non-toxie 
because it is only very slightly absorbed 
from the small intestine. High local 
concentrations can therefore safely be 
maintained. The bacteriostatic activity 
of ‘ Thalistaty! ' is high and so the dosage 
is relatively small—T1.5 g. initially with 
emal] maintenance doses. 

*THALISTATYL’ is indicated 

im the following conditions. 


Bacillary dysentery—Colitis— 
Infantile gastro- enteritis — 


Chronic amoebic dysentery 
shear up secondary infection of the ulcers). 


A booklet giving fuller details of 
‘Thalistatyl' will gladly be sent om 


|‘THALISTATYLD’ 


HERTS PHARMACEUTICALS LTD., WELWYN GARDER CITY, HERTS, ENGLAND. 


Agents for India and Burma : Gillanders Arbuthnot & Co., Ltd., 
Calcutta — Bombay — Madras — Delhi — Kanpur — Rangoon 
Agents for Pakistan : Gillanders Arbuthnot & Co. (Pakistan) Ltd. Karachi — Lahore — Chittagong 
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Introducing 


SULFACYL 


| SO. NH CO 


CO2H 


For cure and control of Typhoid group of fevers, 
Cholera, Bacillary dysentery, Ulcerative colitis, etc. 
DETAILS SUPPLIED ON REQUEST FROM 


G. D. A. CHEMICALS LTD., 


Manufacturers of PA MICYI.-P.A.S. for the first time in India. 
44, BADRIDAS TEMPLE STREET, CALCUTTA—4. 


SALE 


Offers are inviled for sale at 
Jamshedpur of one X-ray Plant 
Oscilla-Diagnostic Unit-oulput 100 
KVP 100MA single valve rectified- 
open type-control incorporating Mill- 
ampere seconds Meter-Table with 
bucky attachments — vertical and 
horizontal positions — Manufactured 


by Compagnie Generale De Radio- Why can’t ! have 


a logic, Paris — Fit for all round radi 
and SYRUP OF FIGS 


_ Children always prefer this mild and. 
gentle laxative with the pleasant taste. : 


_ Apply Box AD-2 
Journal of the Indian Medical Association 
23, Samavaya Mansions, Corporation Place, SMITH STANISTREET & CO. LTD. 

CALCUTTA-13. Calcutta Bombay Madras Kanpur 
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RECOGNISED | 
TREATMENT 


COMPOSITION 
PARENTERAL 
Each cc. contains 5, grs, of 


*Qinarsol’ a special compourd 


containing Quinophenyldi- 


methylpyrazolone Natrium 
@imethylarsenicum in 
fodicious combination. 
RAL 
tablet contains 5 grs 
of Qinarsol’, oral-a compound 
consisting of Quino-acetpara- 
phenalide and di-sodium 
monomethyl arsenicum with 
addition of dihydroxy 
phthalophenone. 


im 


CLINICALLY TESTED 
& APPROVED REMEDY 


AMPOULES 


& TABLETS 


“Malaria is one of the major problems of the world, 
India being one of the most malarious of all countries suffers 
the most especially due to lack of proper trestmene.” 
(Prof, Guba, ind. Jour of Pharmacy Vol X Jan-March 1948.) 

«One hundred million cases of Malaria occur annually to 
India with a death roll of two millions” (Hestch Servey @ 
Development Com. Report 1946.) 

QINARSOL as shown by pharmacological experiments 
and as proved by clinical trials fulfils the objects nesde@ @ 
rational malarial therapy. 

QINARSOL acts effectively against malaria! 

QINARSOL brings the temperature down rapidly. 

QINARSOL reduces the splenic enlargement. 

QINARSOL exerts beneficial ancianaemic 
action. 
QINARSOL produces no untoward effeces 
synthetic preparations. 

QINARS OL is useful also in Influenza, 

QINARSOL is the remedy of choice in all feome@ 
malaria fer treatment and prophylaxis. 


Sint ON REQUEST 


Cipla, BOMBAYS 


“Cipla Sales Depot,” 
P-33, Ganesh Ch. Avenue, Calcutta-12. 
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Buttermilk, as represented by ELEDON, 
offers the answer to many an emergency 
: presented by the “difficult” feeder —the 
young infant unable to benefit from breast 
feeding or to tolerate milk In other forms. 


Wee 


N 


Easily digested, containing a reduced (but 
invariable) fat ration, ELEDON has the 
advantage of providing sufficient calories to 
form a most satisfactory diet. And thts 
over a long unbroken period, without risk — 
of malnutrition of A avitaminosts. 


ACID BUTTERMILK IN POWDER FORM, BY NESTLE’S | 


Please Write for lteroture to: 
a P.O. Box 39% Calcutta : P.C. Box 315 Bombay : P.O. Box 180 Madras : 35, Paiz Bazar, Delhi y 


~ When replying, please mention the ‘Journal of the Indian Medical Association 
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CALCI-OSTELIN ° 


COLLOIDAL CALCIUM WITH 
OSTELIN VITAMIN O 


Calci-Ostelin—the original Glaxo product of ' 
Colloidal Calcium with Ostelin Vitamin D—is 
increasingly popular today because of its re- 
1 6 liability and therapeutic efficiency in a wide 7 
range of clinical conditions. The injections are 

ial’. painless and the price economical. 


GLAKO LABORATORIES (INDIA) LIMITED, BOMBAY, 


CALCUTTA, MADRAS, 


Copyright 


* VITAMIN Br IN THREE POTENCIES: 


Maerabin ‘20° 
Macrabin ‘50° 20 » 
Macrabin «100° 

Vitamin B,, has quickly obtained wide 
acceptance. Work on this interesting and 
vitamin is fast exteriding and, with precise 


* 
dosage available in the form of Macrabin, 100 
greater accuracy in clinical application is 

possible. 


Ba per cc. 


To increase still further the scope and 
adaptability of Macrabin, a new stren 
becomes available as Macrabin ‘100’. 
total vitamin B,, content is 100 micrograms 
per cc. Thus a substantial dose can now be 
iven in a convenient | cc. injection. The 
microgram and 50 microgram strengths 
are now issued as Macrabin ‘20° and 
Macrabin ‘50’. When prescribing Macrabin, 
the suffix ‘20’, ‘50° or ‘100° is sufficient to 
denote the potency required. 


ip 


MACRABIN 


GLAXO LABORATORIES (INDIA) LTDO., BOMBAY CALCUTTA « MACRAS. 
Copyright 


LAS. (8) 
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ANNOUNCING A NEW PREPARATION 


~ 


(VITAMIN B-COMPLEX) 
ORAL 


Vitamin B-Complex is a fundamental requisite of nutritional adequacy. U.D.-Blex 
offers the essential factors, Thiamin, Riboflavin, Niacinamide, Pyridoxine and 
Pantothenic acid. Its efficacy has further been enhanced by the addition of Liver 
Extract. Because of its tonic and stimulating action, it is an excellent nutritional 
adjuvant and can be taken as a routine in convalescence after acute illness. during 
pregnancy and lactation and as an adjunct to parenteral U.D. Vitamin B-Complex 


therapy. 
PACKING 
Bottles of 4 fl. ounces 


UNION DRUG’CO:LTD. 


285, BOWBAZAR STREET 
CALCUTTA—I2 


T’Phones :— T’Gram :— 
Bank : 7211 “Benzoic” CAL 
1901 


UN 


(STRONG) 

; Each 6 gr. Tablet contains 

Kurchi Bismuth Iodide m gr. 
Iodo-chloro Hydroxy Quinoline 


Indicated in Amoebiasis, Amoebic Dysentery 
& Diarrhoea. 


The Oriental Research & Chemical Laboratory Ltd. 


SALKIA ®© HOWRAH 
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Where man is found 
you'll find... 


TRAQL MARK 


AMOEBIASIS 


A NEW product for Amoebiasis 


MILIBIS is a new intestinal amoebicide which has given 
excellent results in thousands of cases. In 82.6%, of 
patients who could be followed parasitologically for pro- 
longed periods, negative stools were obtained consistently 
after one to four courses of ‘MILIBIS’,* with virtually 
no side effects. 
Dosage: 0.5 g. three times daily for seven days. 

* Berberian (Jour. Clin. Invest, 1948, 27 525) 


Full Merature and samples may be had on request 


MAC LABORATORIES LTD. 
98 ZAVERI BAZAR - BOMBAY - 2 


PRODUCTS LIMITED 


APRICA HOUSE - KINGSWAY - LONDON - W.C2 
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CAL CHEMICO'S | 
RAUWOLFIA. PREPARATIONS 


Containing total Alkaloids ‘of Rauwolfia serpent 
* RAUWOLFINA TABLETS 
* RAUWOLFINA COMPOUND TABLETS ‘ita 
Phenobarbitone & Theobromine) 4 
* RAUWOLFINA LIQUID 
* SANTINA (Rauwolfina Powder). 


for EFFICACY & RELIEF in 


* SEDATIVE \ RELIABLE - 
* REFRESHING /NERVE-SOOTHING 


in all varieties of cases of hy pertendios both benign and malignant. 


including ‘Liver Therapy . | 

(1) TRYZYM Tablets :—A combination of the four digestive enzymes—pepsin, 
pancreatine, diastase and papain aeting both directly abd indirectly to excite 
secretion of digestive juices, Nux Vomica and the components of Vit. B acting 

as supplementary tonics, Tryzym “would be. found ideal for the treatment 


of varied types of dyspepsia; the combined enzymes and tonics help diges- 
tion and restore the functions of the digestive and hepato-biliary tracts, 


(2) PTYCHO SODA CO. Tablets :—A balanced combination of sialagogues, 
antacid and adsorbents with carminatives and essential oils, Useful for 
gastritis, hyperacidity and for sedative effects on the gastro-intestinal tract. 
(3) CARBO-CITRA :—An alkalizer of the body-flwids by a balanced action of 
its constituents. Its action extends to the urinary x4 other tracts when 
alkalinisation is indicated, 


(4) HEPATINA digestive hematinic tonic extract of the whole 
edible liver (goats’), iron, phosphates, strychnine arid vitamin B components, 
| etc, A remarkable tonic to aid and restore the functions of the digestive and 
nervous systems and enrich the blood, ' 


Detailed literatures on request . = 


THE CALCUTTA CHEMICAL cO., LTD. 


35, PANDITIA ROAD, CALCUTTA-29 
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HI-PRO 


SPECIALLY PROCESSED 
AMERICAN 


INFANTS’ FOOD 


DOCTORS KNOW THE IMPORTANCE OF HI-PRO. 
HI-PRO @ontains 41% protejn. 
ntains only 14% fat. 


The normal dilution (1 tablespoonful to 3 fluid ounges 
of water) provides only 1.6% fat. 


ydrate content, permits ready adjustments 
mule. 


Because of special processing, homogenization and 
sprayedrying, HI-PRO forms small, friable, readily 
digestible curds in the stomach. 


Available from leading Stores or from 


GREAT WESTERN STORES 


~ Sole Agenis:—F. D. MEHTA & CO. 
Hornby Road, Fort, BOMBAY, 1, 


- 


THE NATIONAL DRUG CO., PHILADELPHIA 


RESIN. THERAPY IN INDIA. 


NATRINIL 
exclusively a cation 
exchange resin of the 


RESION 
POLYAMINE METHYLENE RESIN 
AND SILICATES. 


carboxylic type. AN INTESTINAL ADSORBENT. 
FOR SODIUM WITHDRAWAL. SOAKS UP TOXINS LIKE A BLOTTER. 


AGENTS WANTED IN UNREPRESENTED AREAS. 
CONTACT 
Sole agents for India :- 
C. Agrawal, & Co, Ltd. 


43, Laxmi Building, Sit P. M. Road, Fort, 


BOMBAY. T Grams : AGRAWALCO. 


TPhone : 21844. 
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We Manufacture : 


PROTEOLYSED LIVER EXTRACTS 


With Vitamin B-Complex 


NAVA-HEPON 
JNDIA IN THE 
MANUFACTURE OF, 

Navaratna Pharmaceutical Laboratories 


P. B. No. 13, Mattancherri, P. 0. @ Mercurochrome, 
COCHIN. 


@ Calcium Gluconate, 
e@ Ferrous Gluconate, 
e Silver Proteinate, 


e Silver Vitellinate, 


STRONG, HEALTHY, 


eames We also offer, 


Citrates, 
Mercurials, 
and other Fine Chemicals. 


NILA PRODUCTS LTD. 


98, DADAR MAIN ROAD, 


BOMBAY/DELHI GRAHAMS TAADING CO, BOMBAY 14. 
(INDIA) LTO. 

CALCUTTA : SURAIVA BROTHERS, *Graman 
SOUTH INDIA: RAKA CORPORATION LTD. 
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“PRAVIN GRIPE SYRUP 


A TONIC FOR CHILDREN. 


Sample_and Literature sent 


| on, request. 


MANUFACTURED BY: 


Pravin Laboratory, 7 


3 §S 578 


(5, 7 Di-iodo-8-Hyroxyquinoline) | 


Amoebiasis 
SS 578 is indicated in the treatment 

: of Amoebic Dysentery- both acute 
and chronic. It Is most effective In 
amoebiasis due to its higher lodine 
content and absence of symptoms 
of todism. The elimination of 
“Chlorine atom gives freedom 
from bowel irritations. 


SMITH STANISTAEET @ €8. LTO. 


Hypertonic and Hypotonic 
Saline are also supplied. 
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A Néw ANTI-GANCER | | 


ANTIBIOTIC INTRAVENOUS 


MYCETINE for Tuberculosis 


DE ANGELIS 
(INJECTIONS) 
ad P with Plus Points of PAS 
Approved and THIOSEMICARBAZONES 
Bg Swiss Health Authorities = 5 


SEROCHIMIE S. A.—GENEVA 


NEOTHERAPIE S.A. GENEVA | & (SWITZERLAND) 


Further particulars from BE Particulars from 
39 2nd Line 


SCH WEIZHIND (overseas) AGENCIES-AGRA RAKA CORPORATION LTD., MADRAS 


HAEMOCALC A Calcium-liver-Vitamin therapy 
of proved efficiency in the 
cases of Calcium deficiency, For the First Time 


Liver Ext., wasting conditions, Respira 
Cal. Gluconste, Synthesised in India 


Vit. B, B, & C. Anaemia etc. Available both 
* for Intra-muscular Injections non-toxic in 2 & 5 c.c. 
ampoules and for Oral administration in 8 oz. 


Full particulars from :-— (A 25% Sterial Solution of Nikethomide) 
Calcutta Polyclinic Limited. 
6/A, Surendranath Banerjee Road, A Potent but Non-Toxic 


CALCUTTA.-13. Analeptic and Cardio 
Respiratory Stimulant 


MODERN PHARMACOLOGY § Infective Conditions, Collapse, 
AND THERAPEUTIC GUIDE 2 Shock, Anaesthesia, 
By Rai Dr. A. R. Majamdar Bahador & Cases of Poisonin g & A spt yxia 


Prof. of Clinical Medicine Medical Uollege, Usicutta, Rtd. 
Available in 


This is according to B P. 1948 and Addendum ‘51 and 
Ind. Pharm. List "46, containing upto-date Pharmaco- 
15 c.c. Phials and 2 c.c. ampoules 
( For Oral and Parenteral use respectively ) 


logy and Therapeutics exemplified by 500 chosen pres- 
criptions and over 700 extr. pharm. preparations, many 

STANDARD PHARMACEUTIC 

WORKS Limit 

CALCUTTA-14, 


introduced in 1950-51 and adopted in practice, these 
being indexed under 210 diseases for Treatment.in daily 
practice. It has Indian Food recipes and Electrotherapy. 
A Concise Encyclopeedia of Drag Informations. 
Ninth Ed., Dee. ‘51, Demy 808 pages and 62 diagrams, 
Price Rs. 13/- plus -/14/- as. postage. 
SCIENTIFIC PUBLICATION CONCERN 


9, Wellington Square, Caleutta 13 3 
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Articles are accepted for publication on condition that these are contributed solely to the Journal of the 
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fe-afrange or re-write approved articles, case notes and other communications before publication, without 
reference té the authors concerned. The Editor and the publisher will not be responsible for the views and 
statements of authors of articles and other communications. Manuscripts not accepted for publication will not 
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: ELIXIR MELGADINE :- Tonic © Recuperative 
: f. adjunct Convalese | 
; cence & Wasting Diseases. | 
CIVALBROM :-A Sedative. 
HEPOBYLE: -A tried Rem *dy for Sluggish Liver. 


METHIONINE 

& CHOLINE 

LEUTOVARIN :-For irregular Menstrual functions. 
PULMOSIN :- For respiratory Catarch and | 
| Whooping Cough 


Bia Chemical Works(R) Ltd., | 


___ Post Box No. 5? Caleutta—1. 
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Enquiries are often received for old 
copies of our Journal prior to 1949, 
Readers who can spare them are 
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announcing 


PAEDIATRIC 


Chioromycetin 


PALMITATE* 


CHLOROMYCETIN’ 


in 2 Dleasantly lavoureg 


The introduction of Pediatric Chloromycetin Palmitate 
marks an important advance in the administration of 
Chloromycetin to children and to those unable to take 
this antibiotic in capsule form. Pediatric Chloromycetin 
Palmitate is a pleasantly flavoured suspension containing 
a tasteless derivative of Chloromycetin (Chloramphenicol, 
Parke-Davis). It is extremely acceptable to children of all 
ages and is being acclaimed by physicians everywhere. 


Supplied in 60c.c. bottles. Each teaspoonful (4¢.¢.) 
contains the equivalent of 125 mgm. Chloromycetin. 


Indicated inthe treatment 
of many bacterial, virus 
and rickettsial infections, 
including :— 


PERTUSSIS 

PRIMARY ATYPICAL PNEUMONIA 
BACTERIAL PNEUMONIA 
INFANTILE GASTRO-ENTERITIS 
LARYNGO-TRACHEO-BRONCHITIS 


HAMOPHILUS INFLUENZA 
MENINGITIS 
MEASLES 


SALMONELLOSIS & DYSENTERY 
URINARY INFECTIONS 
SURGICAL INFECTIONS 


PARKE,., DAVIS « company, LiMiTED 
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SHIONOGI VITAMINS!! 


BETAPON suHionoc 


Thiamine Hydrochloride - Vitamin B1 
for parenteral use : Rubber capped vials of 10 cc. - 100 mg. per cc. 
in metal containers, to stand Tropical climate. 


for peroral use =: in bottles of 100 and 500 tablets of 10 mg. per tablet. 
ODOURLESS 


RIBOPON 


Riboflavin - Vitamin B2 
: im bottles of 100 tabiets of 5 mg. each. 


Ascorbic Acid - Vitamin C : 
for parenteral use: in boxes of 10 ampoules of 2 cc. - 100 mg. per amp. 


for peroral use 


in boxes of 3 ampoules of 5 cc. - 500 mg. per amp. 


SHIONOGI & COMPANY LTD., OSAKA, JAPAN. 


Sole Agents: 


RANBAXY & CO LTD. 


if P. 0. Box No. 104 P. 0. Box No. 339 | 
7 NEW DELHI. BOMBAY. 

REGIONAL DISTRIBUTORS 

P for Southern India, Nizam’s Dom. © Orissa ... Raka Corporation Ltd., 39, Second Line Beach, Madras 

: » Jammu and Kashmir ~ Wadera & Company, 1st Bridge, Srinagar 

: » East Punjab and Western U. P. we Royal Medical Stores, Hall Bazar, Amritsar 


, West Bengal and Assam Dilip & Company, Post Box No. 8913, Calcutta 13 
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